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OCCUPATION IN THE TREATMENT OF PUL- 
MONARY TUBERCULOSIS 


By Captain J. R. Byers, C.A.M.C. 
Medical Officer in charge Sanatoria Ste. Agathe des Monts, P.Q. 


O much has been written about rest combined with fresh-air 
and alimentation as treatment of pulmonary tuberculosis, 
especially on this side of the Atlantic, that the practice of for- 
bidding the patient with lung disease to take a sufficient amount 
of exercise at the proper time has been carried in many instances 
to excess, with the result that he remains weak, although appar- 
ently in a state of restored health. Roughly the treatment of 
pulmonary tuberculosis is divided into two distinct, yet merging 
phases, i.e., the active and the passive. In the active stage, rest 
is indicated practically to a surgical degree, growing less and less 
until the passive stage is reached, when it might be better to elim- 
inate the word rest, and use the words modified work to indicate 
the routine to be followed as long as the case progresses favourably. 
The Nordrach system of treatment of pulmonary tuberculosis, 
as carried out by Walther and later by Brehmer involved much 
exercise, in addition to fresh air and food, whereas the Dettweiler 
system called for a great deal of rest rather than exercise. At 
Nordrach it was common practice to order walking from 
ten to twenty miles a day as long as the patient showed 
no signs of reaction. In America we have leaned, with but 
few exceptions, strongly to an excess of rest, and it came to us 
almost as a heresy when Dr. Marcus S. Paterson of the Brompton 
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Hospital Sanatorium at Frimley published his work on the value 
of work in the treatment of pulmonary tuberculosis. His very 
carefully arranged routine, the fine graduation of the class of 
labour, the painstaking medical supervision, and the excellent 
results obtained, proved that work was not only not harmful when 
used at the right stage of treatment, but was highly beneficial. 
Later J. W. Allan, S. R. C. Halcourt, H. L. Barnes and others 
published the results of their operations in the treatment of pul- 
monary disease by means of graduated labour in the passive stage 
of the disease. All showed the same beneficial results and came 
to the conclusion that graduated work was a great help in forming 
fibrosis, establishing immunity, and preserving the patient’s morale. 

The excellent results of using regulated work in the treatment 
of pulmonary tuberculosis by Dr. Paterson prompted A. C. Inman, 
superintendent of the Brompton Hospital Laboratories, to 
make an extensive study of the question from the laboratory point 
of view. Inman’s investigation was prompted also by Sir Almroth 
Wright’s conclusions that there were three principal agencies by 
which immunizing responses could be evoked in the organism: 
(1) By the inoculation of bacterial vaccines; (2) By artificially 
induced auto-inoculations; (3) By spontaneous auto-inoculations. 
The result of his observations appeared to show that auto- 
inoculation could be produced by the use of regulated work and 
exercise, and at the same time controlled. He found that in forty-one 
out of forty-three cases the opsonic index (of patients at work) 
was at some time of the day well above normal, and what is of 
even more importance, in no case did the work, even though severe, 
lower the index below the normal line: the auto inoculation 
was never so great as to produce a negative phase and therefore 
was never in excess. 

In other words the clinical picture may be taken as showing 
practically the indication for control of the patient’s work as if the 
opsonic index readings were taken. If the patient progressed with 
his work without showing fever, and other signs of intoxication, 
such as lassitude, headache, loss of appetite, etc., the opsonic index 
may be taken as being in the positive stage, whereas should these 
distressing symptoms occur, Inman’s work goes to show that the 
index is low or in the negative stage. Paterson laid great stress 
on the opsonic index as a control, but the estimation of the opsonic 
index in each case treated would require a great deal of laboratory 
work witha technique perfect in order to avoid error, and even 
then there must be a fair percentage of error. It would appear 
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that the same control and results can be obtained by a careful 
observation of the patient’s clinical status, especially as to fever, 
lassitude, and approaching toxic symptoms. 

It is interesting to note that twenty-three years ago Sir Robert 
Philip, of Edinburgh, directed a treatment of pulmonary tuber- 
culosis which started with rest, and progressed through care- 
fully graded stages to hard work. He based his work upon 
the fact that there is a progressive intoxication in tuberculosis 
produced by the toxines of the tubercle bacilli exerting a vicious 
influence particularly upon the neuromuscular apparatus. He 
concluded, that having reduced the toxin production by rest, a 
physiological cure of “recreation” by the institution of natural 
movements could be brought about, and the health of the patient 
restored. His work was so successful, and the classification of 
the different stages with their prescribed work so carefully laid 
down, that the whole is well worth a careful study, by one who 
desires to apply work as part of the treatment in the passive stage 
of pulmonary tuberculosis. 

At the Laurentian Sanitarium it has been our practice to 
prescribe walking as exercise during the passive stage, gradually 
increasing the amount until the patient was taking two hours on 
the road daily, and I personally leaned strongly to leg and trunk 
exercises rather than employing the arms to any great extent, as 
this method appeared to obtain a desirable result, and lessened 
the chance of injuring or irritating the lesion. 

The civilian patient, paying his own way in whole or part, 
often on savings, frequently on borrowed funds, and sometimes 
on actual charity appreciated to the full extent that every detail 
of the prescribed treatment counted and should be carried out or 
he was the loser. It was not until I was called upon to direct 
the treatment of the tuberculous soldier, care-free, receiving free 
treatment, and in addition the pay of his rank while taking it, 
that I had a new problem to deal with. The soldier in a large 
majority of cases would not, or could not appreciate the principles 
of medicine and surgery as applied to his treatment, and to such 
an extent that in the first year of my military work 15 per cent. 
were discharged as unsuitable for treatment on account of drunk- 
enness or crime, and 33 per cent. actually refused to be treated at 
all, considering the daily routine as too confining, and lacking in 
interest. I therefore decided that. if the treatment of the soldier 
was to be a success it must be made more interesting, and to this 
end alone I decided to break from my traditions, and en- 
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couraged by the published results of the authorities enumerated 
above, to establish a system of treatment in which a modified 
work and entertainment would play a part. 

I therefore applied to the Canadian Military Hospitals Com- 
mission for a work shop in which the men could pass away their 
spare time, and by its aid kept them from frequenting resorts 
which would retard their progress. It was gratifying to find that 
the Commission from the first offered their full assistance, 
and at once placed my request before the Vocational Training 
Department with instructions to coédperate with me in establishing 
not only the shop, but a branch of the Vocational Training Depart- 
ment as we saw fit to apply it to the treatment of pulmonary 
tuberculosis. 

In constructing the shop we followed the modern idea of a 
chicken house, i.e., a south wall with as much window space as 
possible, and the other three walls made practically draft free. The 
windows were screened by cheese cloth, and it was found that 
by means of two small stoves burning wood, all the south windows 
could be opened even on the coldest days, while the cheese cloth 
allowed a perfectly fresh and comfortable atmosphere to be had 
in which the men could work without coats. The shop is of 
the following dimensions—14 X 28 X 38 and has six windows on the 
south wall, one on the east and west each, and two on the north. In 
winter all windows except those on the south side are doubled 
and packed so that no cross draft can occur. The equipment 
consists of a five horse power electric motor operating a band saw, 
shaper, mortise machine, and drill. These machines I considered 
as “safety first’’ measures in order to save the men using heavy 
arm work such as sawing or cutting oak and other hard woods 
in the early stage of work. In addition there are eight com- 
pletely equipped carpentry and cabinet workers’ benches, six type- 
writing tables with machines, four drawing tables, a library of books 
of instruction, and an annealing and fume chamber. The shop 
is in charge of Sergeant John McLean who has had seven years 
technical training, and superintends all the classes of work. 

In conjunction with Mr. T. B. Kidner and Mr. J. H. Sexton 
of the Vocational Training Department, the following classifi- 
cation of the patients and suitable work was drawn up, and is now 
in use. | 

CLASSIFICATION OF PATIENTS 


The patients are divided into three classes as follows: 
Class A (Bed cases): Those patients who are suffering with 
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the disease in an acute or toxic stage, and remain in bed in the 
infirmary until all fever and distressing symptoms have sub- 
sided. They then graduate into 

Class B (Porch cases): When they are allowed to attend the 
meal table three times daily, and rest in open air in the porches 
in reclining chairs during the remainder of the day. By careful 
clinical observation they are gradually graded into the next class 
as evidences of lessened catarrh, increased tone, and presence of 
fibrosis of the lesion are established, coming to 

Class C' (Exercise and Workshop cases): Beginning with 
fifteen minutes’ walking, morning and afternoon, the exercise is 
increased until four hours daily can be accomplished without 
signs of relapse. Half of this time must be spent in the workshop 
after one half hour of walking in the morning and afternoon has 
been reached. If at any period in the treatment, a patient develops 
symptoms of toxemia, takes cold, or is otherwise indisposed he 
reverts at once to Class ‘‘A”’ until the danger is past. 

At first it was my intention to limit the work to those of Class 
“C”’, but I found that: I had in the lighter handicrafts a means of 
combating that ever present and distressing disease newrasthenia, 
which is so common to the tuberculous bed-ridden patient, and 
which at times would almost appear to accentuate the symptoms 
denoting toxemia. Theinfirmary patients welcomed the idea of 
being allowed to join in the scheme, and we arranged that all those 
who were not exceedingly ill would be allowed to participate in 
the work. Under careful regulations Class ‘‘A’” are allowed to 
draw, embroider, knit, crochet, do card-board work, weave raffia, 
and study, all in moderation. 

Patients in Class ‘‘B” do more of the same kind of work as 
done by Class “‘A’”’ patients, and ag their strength increases begin 
to undertake heavier work, such as reed basketry, stenography, 
penmanship, and classical study. 

Class ‘‘C” patients having been prepared for active work in 
the shop. by walking and other exercises involving light duty, 
report to the shop where they are instructed in such arts and 
crafts as basketry, carving, modelling, metal work, picture framing, 
illuminating, engraving, stencilling, cabinet and toy making, 
typewriting, design and drawing, further study and instruction 
in classics and mathematics, while in the summer the garden gives 
those whose tastes lie in this direction ample opportunity to ex- 
periment and study plant growth and at the same time beautify 
the grounds of the institution. 
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In addition to the actual shop and school work, we put on 
two moving picture shows a week, having part of the evening 
pictures devoted to instruction by film projection and part of an 
entertaining nature. 

From the moment of admission the patient is of course under 
continual medical supervision and the course is carried on if: 

(a) The patient’s nutrition is maintained or improves. 

(b) The temperature is normal. 

(c) No accidents, such as hemoptysis, or other symptoms 
occur. 

The presence of slight cough with some expectoration, 
even with acid fast bacilli, does not appear to contraindicate the 
work as long as the encapsulating fibrosis appears sufficiently dense 
as to prevent enough absorption of the toxines as to cause systemic 
symptoms, and we have noted that in many cases especially in 
the chronic focal types cough and expectoration have not only 
lessened, but actually cleared up while the patient was engaged 
in his regular vocational work. 

The conclusions I have drawn from the observation of the 
application of vocational tiaining, and work as applied by us are: 

1. That properly regulated, and the greatest care having 
been exercised in the selection of the work as adaptable to the 
patient having been made, and with a willing codperation on 
the patient’s part, work is highly beneficial to the sufferer from 
pulmonary tuberculosis. 

2. That even Class ‘‘A”’ patients appear to progress more 
rapidly when allowed to fill out their day in part with some in- 
teresting finger work, rather than lie still and in all probability 
brood over their sad lot. 

3. That contrary to expectation, relapses have been very rare 
(less than two per cent.), and that in a year there has only been 
one small hemorrhage following exposure to the workshop. 

4. That the vocational training while not by any means making 
@ man a wage earner in a new field, has in a large number of cases 
started new lines of thought regarding the life to be led by the 
patient following discharge from the sanatorium and stimulated not 
a few of the younger patients to improve themselves in knowledge, 
with a desire to rise above the level which they occupied in society 
before enlistment, and to become better and more useful citizens 
than they otherwise would have been. In addition the work has 
given an air of contentment and happiness in the Sanatorium. 
Generous competition has grown up amongst the men as to the 
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finish and design of the work in hand. Married men have made 
their children happy with many novel toys and models of fur- 
niture, while many a wife has been gladdened by the production 
of excellent house furniture resulting from her husband’s handiwork. 

5. The morale of the men has improved in a remarkable man- 
ner, there is far less tendency to drunkenness, absence without leave, 
and more serious attention to the routine of the treatment is 
exhibited now as compared with those dull days previous 
to the introduction of the system. 

6. The results of treatment while not showing any marked 
change from those obtained in civilian sanatoria, are decidedly 
better than obtained during the first year of military work, and 
a comparison of the large percentage of men who refused treat- 
ment last year with the very small number now applying for 
release furnishes one of the strongest proofs of their appreciation 
of this method of loosening nervous tension and making the pro- 
longed and tedious treatment bearable. 

I am firmly convinced that in the application of properly 
regulated work of an interesting nature in the treatment of pul- 
monary tuberculosis we have added a fourth word to our code, 
which should read rest, fresh air, good food, and work. 
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DIAGNOSIS OF RENAL TUBERCULOSIS, FROM 
THE DEPARTMENT OF UROLOGY, ROYAL 
VICTORIA HOSPITAL, MONTREAL 


By D. W. MacKenziz, M.D. 


TE recent history of renal tuberculosis shows a very remark- 

able advance in the diagnosis, pathology, and treatment of 
this relatively common, and very serious disease. Cystitis is 
usually secondary to extra-vesical causes, and its cure is generally 
accomplished by the removal of such causes. Only within the last 
few years have we learned to recognize renal tuberculosis clinically 
through the persistent bladder irritation which it produces. Cer- 
tainly no one is justified in treating locally, cases of bladder 
irritation until all means have been exhausted to exclude the ex- 
istence of renal tuberculosis. 

Tuberculosis of the kidney is a condition which is essentially 
chronic; insidious in its onset, beginning usually in one kidney; 
progressive in character, and unless relieved by surgical means 
proving fatal except in a very small percentage of cases. Not- 
withstanding the fact that much has been said and written within 
the last few years concerning tuberculosis of the kidney many of 
the patients suffering from this disease are not referred for operation 
until the process is well advanced. During the past three years 
the average history of patients operated on for tuberculosis of 
the kidney in our service at the Bellevue Hospital was two years, 
and the pathological findings seemed to point to a much longer 
course. Of fifteen cases of renal tuberculosis treated at the Royal 
Victoria Hospital in the past four months, five showed symptoms 
of over three years, six over one year, and four less than one year. 
Three had suprapubic cystotomies, and eleven had bladder irri- 
gation from six months to three years. Braasch, from the Mayo 
Clinic, from an extended period reported two hundred and twelve 
operations upon patients for renal tuberculosis. Of these 71 
per cent. had vesical symptoms for over one year; 37 per 
cent. for over five years. It is needless to say that for the 
best interest of patients such cases should come to operation 
long before the lesions become so advanced. Early recognition 
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of the disease not only improves the prognosis, but what is more 
important, it may prevent the unfortunate deep-seated infection 
of the bladder, the bane of post-operative treatment of tuber- 
culosis of the urinary tract. 

Why should these patients be allowed to suffer so long? There 
are several reasons. First, a thorough knowledge of tubercul- 
osis of the genito-urinary tract is not found among our general 
practitioners; second, the treatment by surgical means is not gen- 
erally known to be the best; third, in the majority of patients 
the symptoms are slight though significant and are not heeded. 
A slight persistent irritation of the bladder which does not yield 
to ordinary therapeutic measures is just as suggestive of renal tuber- 
culosis as a slight persistent cough is of pulmonary tuberculosis. 
Diagnosis in the proper hands can be positively made. The process 
in the early stages is generally unilateral. The treatment bynephrec- 
tomy in the early stages is fraught with good results. Continued 
nocturnal bladder irritation accompanied by pyuria should be 
considered early tuberculosis until proven otherwise. There are 
certainly numberless cases of this disease which have been, and are 
treated for cystitis. The diagnosis although often beset with diffi- 
culties, is one which can be made with a nice degree of exactness. 
The poor results in treatment are due to late diagnosis, or the late 
institution of the proper treatment. There is no doubt that the 
failures of relief of symptoms are in direct proportion to the delay 
in proper treatment. In 80 to 90 per cent. of the cases 
the initial symptoms are those of cystitis. The onset is usually 
gradual. The bladder uritation may be due to reflex irri- 
tability of the bladder in the early stages, and later to actual 
lesions of the mucous membrane all the way from a slight ulceration 
to the extensive erosion of the bladder surface. The patient may 
complain of frequency with very little pain and only slight burning 
on urination. Frequency may vary from every two hours to 
every fifteen minutes during the day, and twice to fourteen times 
at night. In many cases the desire to urinate must be satisfied 
at once: there is distinct urgency. These local symptoms may go 
on almost indefinitely, or there may be periods of remission, when 
there is comparative comfort. 

If the urine be examined at this time, it will be found that 
there is a polyuria; the urine is pale, of low specific gravity, acid in 
reaction with some albumen, and little or much pus. About 
15 per cent. of the patients complain of hematuria, and most 
of them show blood microscopically. The symptoms referable 
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to the kidney are notably few. In about 12 per cent. of the 
cases there is pain or discomfort over the affected kidney. These 
symptoms occasionally mark the onset of the trouble. The 
kidney may be large on palpation. This is caused by an actual 
enlargement of the kidney itself, or by a hydronephrosis due to 
blocking of the ureter. Severe abdominal pain sometimes ushers 
in the symptoms, followed later by the bladder irritation. The 
general symptoms such as chills, fever, night sweats, and loss of 
weight, play a very small part in the diagnosis of the condition. 
In many of them if the history is enlisted carefully, there will be 
found that preceding the appearance of any symptoms there is 
a period of gradual constitutional deterioration of an indefinite 
character. However, in the majority of cases these symptoms 
are not sufficient to attract attention. 

What, then, is the procedure when a patient presents himself 
with a persistent irritability of the bladder, to determine whether 
or not these symptoms are due to renal tuberculosis, and if so, 
which kidney is diseased? 

First, the careful history. Patients having any of the symp- 
toms described above should be interrogated with tubercular 
kidney in mind. How long have the symptoms continued? Is 
there frequency of urination? Does the patient have to arise at 
night to urinate, and if so, how often? 

A careful examination of the urine is the next step. If pus 
is present in successive specimens, a search should be made for 
tubercle bacilli. Demonstration of this organism assures the 
diagnosis. If the organism be not found, it does not force the 
conclusion that tuberculosis is not present, for the reason that. 


_it is sometimes difficult to find tubercle bacilli in the urine, and 


particularly in the early stages. However, with patience and 
some experience it will be found that the tubercle bacilli can be 
found in 80 to 90 per cent. of such cases. The other method, 
that of guinea-pig inoculation, may demonstrate the presence of 
the organism, and is no doubt more eloquent than the staining 
method, but it has the additional disadvantage of consuming a 
great deal of time. A complete diagnosis is only made by cathe- 
terization of the ureters. All these patients should have the 
advantage of a thorough cystoscopic examination where there are 
even the slightest symptoms which would lead one to suspect that 
there is tuberculosis of the urinary tract. This is no formidable 
procedure. In the majority of cases it does not require a general 
anesthetic, and gives us more information than we can get in 
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any other way. It is possible by a consideration of their symptoms, 
examination of the ureter by vagina or rectum, and possibly by 
tuberculin, to locate the disease in one side or the other, but this 
gives no information as to the status of the other kidney—a very 
important factor in the prognosis and treatment. It is not always 
possible by the first cystoscopy to determine enough to warrant 
radical treatment. One thing that is characteristic of these 
patients is the extreme sensitiveness of the bladder and the con- 
sequent inability to hold much fluid. This naturally interferes 
with a successful examination. However, with a little patience on 
the part of the doctor, and rest and possibly slight local treat- 
ment for the patient, a successful cystoscopy with the aid of a 
local anesthetic is possible in almost every case. In a bladder 
much involved it is a difficult procedure even in competent hands 
to find and catheterize the ureter, the mucous membrane fre- 
quently being so involved that the normal landmarks are entirely 
obliterated. Frequently the intra-vesical picture is such that 
in the hands of an expert in cystoscopy diagnosis and location of 
the disease is assured. ‘The appearance of the ureteral orifice may 
be such as to indicate which kidney is involved, The opening 
of the ureter may be so surrounded with granulation tissue that 
the passage of the catheter is not possible. Strictures of the 
affected ureter are often found of sufficient extent to prohibit the 
passage of the catheter, or even to prevent the infected material 
from the kidney from entering the bladder. This may allow the 
bladder partially to recover, although probably from time to time 
enough may be discharged to give intermittent attacks of bladder 
irritability. Where the ureter is completely occluded on the 
diseased side, the term ‘‘auto-nephrectomy”’ has been used to express 
in a way the effect upon the patient’s general condition. If it is 
possible to catheterize and obtain specimens of urine from each 
kidney, the findings are of enough significance to warrant early 
radical treatment. The urine from the diseased kidney, on gross 
examination, is much greater in amount than that from the other 
kidney, often very pale, lacking in the yellow colouring of the normal 
side. Further examination shows it to be acid in reaction of low 
specific gravity, with a trace of albumen, pus and tubercle bacilli. 
The urea percentage is lower as a rule than on the normal side. 
The phthalein output is very much lower than the opposite side, 
which may be higher than a normal output. 

Given a continued bladder irritablitiy and acid pyuria with 
cystosopic findings such as I have described, without demonstrating 
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the presence of tubercle bacilli, the diagnosis is justified and radical 
procedure should be at once instituted. 
In: our service at the Royal Victoria Hospital I have adopted 
as a working basis for the staff the following routine schedule: 
1. History—General. 
Urological—Pain 
Frequency. 
Heematuria. 
Cloudy urine. 
Crystals and calculi. 
| Previous treatment. 
2. Physical Examination. 
(a) General. 
(b) Urological—Inspection—Tumours, urethral 
discharge, oedema, 
malformations,etc. 
Palpation —Bimanual of renal re- 
gions, tenderness, 
muscular spasm, 
tumours, varices. 
Rectal—prostate __ve- 
sicles—size, con- 
tour, consistency, 
fixation and ten- 


derness. 
Exploration of urethra with soft 
catheter. 
Residual urine. 
Capacity of bladder. 
(c) Blood count and smear. 
3. Urinalysis. 
4. Renal function (1 ¢c.c. phenol-sulphone-phthalein intramus- 
cularly). 
Appearance time. 
First hour——per cent. 
Second hour——per cent. 
5. Blood culture (septic cases). 
6. X-ray. 
7. Cystoscopy—Urethra. 


Bladder mucosa—cystitis, ulceration, trabec- 
ulation, diverticulum, 
neoplasm, calculus. 
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Ureteral orifices—size, shape, position and 
function. 
Ureteral catheterization— Right. 
Microscopic 
Volume 
Urea 
Urea-Volume 
Microscopic 
Smear 
Culture (Lab. no. ) 
Guinea-pig inoculation: 
Comparative Function (c.c. phenol-sulphone- 
; phthalein intravenously), 
Appearance time——in minutes. 
Amount in 10 minutes——per cent. 
Amount in bladder at close —— 
per cent. (leakage). 

10 c.c. Indigo-carmine intravenously (when neces- 
sary) to locate internal openings. 
(Obstruction to catheter). 

X-ray catheters—pyelogram _— 
Wax-tipped catheters | where indicated. 

8. Treatment. 

Another important aid is the external physical examination. 
Nodules in the epididymis, vas, or prostate are strongly suggestive; 
palpation of a thickened ureter by vagina or rectum is always 
suspicious that the disease is on that side, if urinary tuberculosis 
has been previously proven. } 

Radiography may disclose the outline of the kidney, and may 
also show calcareous deposits. Pyelography may be used in those 
cases where the tubercle bacilli have not been demonstrated, and 
only where necessary. 

Search for the tubercular lesions in other parts of the body 
should not be neglected. Tuberculin tests may aid, but are not 
to be relied upon. The skin reactions are not of particular value 
because even if positive, they do not aid in localizing the process. 
Subcutaneous reaction may aid, in that besides being positive, 
it may occasion pain in the sides of the affected kidney. I have 
not found it of any great assistance. 

Renal tuberculosis must be differentiated from pyelone- 
phrosis, renal calculus, renal tumours, non-tuberculous cystitis, 
vesical calculus, vesical tumours, etc. 
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Among the many interesting features of renal tuberculosis 
none is more important than the apparent cures of the disease. 
The disputes among the relatively few practitioners who would 
treat renal tuberculosis without operation, and the many who 
urge prompt nephrectomy as soon as the diagnosis is made, can 
only be settled by a clearer understanding of what the apparent 
cure of renal tuberculosis means. The underlying difficulty in 
reconciling the opposing views is probably a lack of thorough un- 
derstanding of the relation between the pathological lesion in 
the kidney caused by tuberculosis, and the symptoms arising 
therefrom. Thus it is not generally appreciated that the varia- 
tions in the patient’s general health as well as in his renal and 
vesical symptoms are due to alteration in retention (renal or vesical) 
or to changes in the activity of the pelvic or vesical regions, rather 
than to changes in the kidney parenchyma itself. Every case of 
early renal tuberculosis submitted to operation places in our hands 
a possible specimen suggestive of the fact that the renal lesions 
are far older than the duration of the symptoms would suggest. 
Indeed, the mere presence of surgical tuberculosis in the paren- 
chyma of the kidney causes no symptom. Upon this fact it is 
scarcely necessary to insist. The familiar case history with its 
exclusive vesical symptoms is sufficient evidence that the lesion 
in the kidney parenchyma does not make itself felt until one of 
two things happens, either it extends through the capsule and 
excites perinephritis, or extends to the pelvis and there sets up 
tuberculous pyelitis. Perinephritis is relatively rare and need not 
concern us here. 

Tubercular pyelitis is common. Doubtless the painful and 
frequent urination which is often the most prominent early symp- 
tom of the disease is at the outset due entirely to tuberculosis of 
the pelvis: and ureter. Judging from the specimens I have seen, 
this tuberculosis usually takes the form of disseminated sub-epith- 
elial infiltration of the mucous membrane with little tubercles 
which give to the mucosa a kind of pebbled appearance. At this 
early stage the cavity of the kidney pelvis is usually very slightly 
dilated (apparently by the relaxation of its walls). There may 
be no ulceration except that upon the papille, the source of pelvic 
infection. Yet with lesions so slight as these, the patient may 
be urinating every hour with considerable straining, urgency and 
terminal pain. If the kidney is removed at this time the frequent 
urination is checked as if by magic, and does not return. 

The next important pathological change consists in the ex- 
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tension of the tuberculosis to all the layers of pelvis and ureter, 
and to the bladder. Upon the mucous surface the tubercles 
ulcerate, and upon the outside they excite that adhesive in- 
flammation about the pelvis and ureter with irregular thickening of 
the walls of these channels which is so characteristic of renal tuber- 
culosis. As a result of this ulceration and infiltration the lumen 
of the excretory channel becomes more or lesS§ completely ob- 
structed, and the region above the obstruction dilates. Inasmuch 
as the cavity of the kidney pelvis itself often becomes almost com- 
pletely obstructed by this process, the dilatation may affect only 
one portion of the kidney, though it usually affects the whole 
organ. Occasionally the obstruction is in the ureter, and the pelvis 
itself is widely dilated instead of being contracted. As a result 
of these pathological changes renal colic may occur from the pass- 
age of blood clots, or shreds of fibrin or tissue, or pain in the loin 
may result from distension of the kidney or perinephritis; while a 
more or less definite sensitiveness and dragging pain in the side 
may result, either from the extension in the kidney and its pelvis, 
or from the dragging of the shortened and thickened ureter, or from 
perinephritis. But if the ureter is not shortened, and if the retention 
either in one pole of the kidney, or the whole kidney, is sudden and 
complete instead of being gradual and incomplete, the patient’s 
discomfort may suddenly cease either with, or without renal colic. 
Even though the tuberculosis has extended down the ureter beyond 
the point of stoppage, if urine ceases to flow through the ureter the 
symptoms will promptly cease whether the flow of urine is checked 
by nephrectomy or by plugging of the duct—autonephrectomy. 

In the light of these facts the varying histories of patients with 
renal tuberculosis is readily understood. The great majority of 
them have frequent and painful urination, and though from time 
to time very considerable remission of the symptoms may recur, 
they never entirely disappear, and as the inflammation progresses, 
invading more and more of the bladder, the general tendency is 
for the urinary distress to become more and more marked. Some 
patients fail rapidly in general health on account of partial retention, 
usually in the kidney pelvis less often in the bladder. But the ex- 
ceptional patient may continue to have fairly good drainage and 
exhibit a most extraordinary good health. On the other hand once 
in a long while one encounters a case of renal tuberculosis whose 
symptoms have suddenly and completely ceased, and who has 
apparently regained perfect health without operation. Such a 
case I have now under observation, a patient who had active symp- 
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toms for about one year, and has been relatively comfortable 
now for about three months. I have also operated on four 
patients with intermittent or relative comfort from one to six 
months. Their operative findings showed kidneys with walled 
off old tubercular cavities calcifying, and fresh lesions in the 
opposite poles. 

The treatment of renal tuberculosis when unilateral is neph- 
rectomy, care being taken to remove all perinephretic infiltration 
of tuberculous tissue, and to avoid the discharge of any of the 
secretion from the severed ureter or pelvis. I am in the habit of 
suturing the wound without drainage. All these patients do 
exceptionally well. 


THE candidates who have been successful in passing the 
recent examinations of the College of Physicians and Surgeons 
of Ontario are: Adam Ardill, Blind River; Elliott Nichol Ballan- 
tyne, London; William Elmer Berry, Madawaska; Harold Austin 
Boyce, Harrowsmith; James Sinclair Crawford, Sarnia; Thomas 
Francis Delaney, Sault Ste. Marie; Harold Tremain Jost, Ottawa; 
Leo. J. Murphy, Ottawa; Alvin James McKay, Woodstock; Harold 
Chester Nash, Stoney Creek; Lorne William Nixon, Richmond; 
Hugh James Porter, Freeman; Gordon Earle Richards, Toronto; 
Charles Vincent Scott, Toronto; Offley Jackson Shore, Glanworth. 
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THE EFFECTS OF GASSING AS SEEN AT A 
CASUALTY CLEARING STATION 


By Major G. B. Peat, C.A.M.C. 


he notes have been kept by me as a matter of personal 
interest, and as attacks of asphyxiating gas resulting in the 
incapacitating or death of more than a few men at a time are 
rare now, they may be of some interest to others. As they have 
been made as attacks occurred, I will give them in that way. 

The first time we had any cases really to attend to was in an 
attack made April 30th, 1916. As it was our “receiving day”’ 
I was at the hospital all night. At midnight we heard heavy firing 
and could see shells bursting along a certain section of our line. 
About 1.30 a.m. we could distinguish the smell of gas at the hospital. 
At about 4 a.m. our first cases began to arrive and between now 
and 8.30 a.m., when our tour ended, we received sixty-five cases. 
Of these two were dead on arrival and. three died in the receiving 
room before any remedial measures could be begun. There were 
fifteen very bad cases, twenty-five severe ones, and twenty fairly 
mild ones. 

The first case under my care was an officer who, being on 
patrol duty, and in his anxiety for the safety of his men neglecting 
his own, had got badly gassed before he could get back through 
the wire and adjust his respirator properly. He was intensely 
restless—almost convulsive. He had agonizing dyspnoea, respira- 
tions being 64, and lungs full of moist rales. Pulse 128, good 
quality. His face was pale and finger nails of a grayish or leaden 
hue. After being put in bed he received atropine gr. 1-75, mor- 
phine gr. 1-6, hypodermically, also inhalations of aromatic ammonia 
for fifteen minutes. Then oxygen inhalations every hour for ten 
minutes at atime. At noon he was about the same so I tried giv- 
ing hydrogen peroxide, one-half drachm to the ounce of water every 
hour. At three p.m. he was still no better, so I gave oxygen sub- 
cutaneously in pectoral regions up to about four litres. After this he 
became quieter, his colour improved and he seemed better in every 
way. During the night he got oxygen inhalations every hour and 
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caffeine gr. ii every three hours. He rested a little and in the morn- 
ing his colour was good, respirations 50 and pulse 100. His face 
was puffed slightly. During the day he got oxygen inhalations 
frequently and caffeine and hydrogen peroxide every three hours 
and by evening seemed out of danger. From now on treatment 
was gradually lessened and he was given Major’s mixture of potas- 
sium iodid to loosen secretion. The second night and third day 
he slept a great deal. On June 4th he was sent to base. Incident- 
ally he was on duty again after about two months. 

Reverting to the taking in, the twenty light cases went to 
base that morning. The others Captain Selby had been keeping 
going with oxygen inhalations, aromatic ammonia inhalations and 
strychnine hypodermics. Two very bad cases died during the 
day. In the afternoon we deeided to give hydrogen peroxide by 
mouth one drachm in one ounce water every two hours to thirty- 
five cases. To five desperate cases we gave oxygen subcutaneously 
about 3 to 4 litres. To these five and to twelve other bad cases 
we gave caffeine. To ten of the worst we gave oxygen inhala- 
, tions every hour during the night. One case died in the night. 
In the morning we judged it safe to send thirty-one to the base. 
During the forenoon another case died. These last two cases had 
each received oxygen subcutaneously and colour had improved 
and they had become quiet, but they weakened and died from 
cardiac failure. 

There were now twelve cases, four of which were very grave. 
These got the hydrogen peroxide by mouth and a change from 
caffeine to camphor oil 1 c.c. hypodermically every three hours was 
made to get the effect on the lungs as well as heart. Digitalin gr. 
1-100 hypodermically was also given every three hours. All except 
one improved rapidly, and this one had got off his stretcher and 
walked a few steps before the orderly could stop him. After this he 
failed rapidly but was kept going with oxygen subcutaneously 
three times daily, as well as the stimulation above mentioned. The 
fourth evening his circulation was so poor that I bled him, taking 
8 ounces very slowly. His colour became much better and he 
also became quiet, but died next morning from heart ‘failure. 
The other three cases improved remarkably, losing their blue 
colour and from being restless and in agony became quiet and 
comfortable. A fifth case passed urine and feces involuntarily 
and had lost power of speech. With treatment as these four 
above mentioned, he gradually improved, but his speech was 
confined even after four days to ‘‘Yes” and‘‘ No.” The worst 
cases were able to go to the base on June 6th. 
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Taking the whole number of cases there were several notice- 
able things. First was the extreme restlessness of the severe 
cases. They might stay still for a few moments, but then they 
would rise on the elbows or toss from side to side or jerk around in 
a ‘fish on land” manner. All this time they would be coughing, 
gasping, and fighting for breath. Next was the colour. About 
twenty were pale, about twelve or fifteen more were pallid, with 
greyish or leaden hued mucose and nails, fifteen or twenty were 
flushed or dark and fifteen others were cyanotic with mucous 
membranes from dusky red to a peculiar blue, some looking as 
if the lips had been marked with a blue crayon. Of these types 
the pale ones seemed more actively restless, but the cyanotic ones 
were the more thoroughly distressed and the most dangerously 
ill. 

Coughing in itself was not a marked symptom, being present 
in about 60 per cent. and severe in 20 per cent. Taking the symp- 
toms as a whole they might be divided as follows: 

Respiratory. Nearly: all cases complained of an oppression 
and tightness in the throat and lungs and an intense desire to 
“‘raise something”. Many described it as a burning in throat 
and chest. In forty cases the breathing was increased, varying 
from thirty to seventy respirations per minute. In a few it was 
@ grunting catchy type as in pneumonia. This fast breathing did 
not diminish for twenty-four hours, but after thirty it had quietened 
down markedly. In five cases there was agonizing coughing with 
severe straining and vomiting. In twenty-five others there was a 
moderate amount of cough, with slight vomiting and expectora- 
tion of thick mucus, sometimes blood-flecked. The longer the cough 
lasted severely, the more blood flecks were apparent. Usually the 
cough was unproductive. If patients vomited at the start they 
were much relieved. 

The physical signs were much as in an acute attack of asthma, 
the lungs being full of all sorts of rales. 

Circulatory. Oxygenation in the worst cases, in fact in all 
but seven cases, was excessively bad. The lips in twelve or thirteen 
cases were absolutely blue, more so than one could possibly imagine 
who had not seen them. Many others had lips of a greyish or 
leaden hue. In twenty cases the hands varied from dusky red or 
bluish red to a leaden hue. Practically all the severest cases had 
leaden-hued nails. In those recovering the colour of the lips 
and hands gradually improved, though in many the nails retained 
. @ peculiar greyish shade for days. 
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The pulse at first seemed very little affected—being really re- 
markably good. In the very severe cases it went to pieces rapidly. 
After a short stay in hospital, fighting and straining, we noticed 
that the slightest exertion caused great weakness and deranged 
the pulse markedly. From remarks made by the soldiers it seems 
that on or after the attack many men would partially recover and 
try to stagger away or to obey orders and suddenly collapse and 
die in a few seconds. The heart showed no dilatation at first, but 
after several days three cases had the heart enlarged to the left 


and slightly also to the right. Heart sounds remained without 
murmurs. 


In the cases I bled the blood was very dark and clotted very 
quickly. 

Digestive. Many complained of burning in cesophagus and 
stomach. Nausea and vomiting also occurred in many cases. 
The tongue was generally covered with a whitish yellow fur, but 
this cleared up soon. It was more marked in those getting hydrogen 
peroxide. Diarrhoea was present in seven cases. The great 
majority were obstinately constipated. In one case the bowels 
moved involuntarily in bed for three days. The appetite except 
in the very severe cases was good. 


Nervous. There was a great restlessness in severe cases from 
the fight for air. These cases, even on improving had great difficulty 
to sleep or rest, though once they did they benefited exceedingly. 
The lighter cases were more inclined to sleep. Many were dazed 
and their faculties were blunted for several days. One case lost 
all power of speech for three days and then could say only ‘‘Yes” and 
“No”. He passed feces and urine involuntarily. Another knew 
when he wished to urinate but paid no heed to urinals, etc., and 
passed it over the stretcher. 


Pathology. The base of the tongue, epiglottis, larynx and 
trachea were congested. The lungs showed many petechial 
patches under the visceral pleura. There were also many blebs, 
air filled, all over the surface of some of the lungs, especially 
the apices and upper lobes. These bulle varied from the size 
of a pin head to that of.a walnut. Those dying early showed 
marked oedema of the lungs. Those dying later showed smail 
areas of consolidation much as in broncho-pneumonia. 


The heart seemed normal. The digestive tract showed con- 


gestion in the stomach. In one case, the whole colon was greatly 
distended. 
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Treatment. After seeing these cases and trying various things 
I concluded that the main indications were: 

1. Get oxygen into the system. 

2. Keep the patient quiet. 

3. Relieve the heart and keep it supported. 

4. Relieve the lungs and get rid of the secretions and detritus. 

1. Oxygen. Patients must be put out of doors if possible 
and if not, in the most airy wards available. In either case they 
must be kept warm artificially. We used cylinders having a 


‘rubber tube attached. This tube was either inserted between 


their teeth or else a funnel or cone of paper was fixed to the end of 
the tube and this placed over the nose and mouth. With either 
way the relief was marked, the patients begging for it and saying 
what ease it gave them. 

In extreme cases some other methods seemed advisable, so 
oxygen was given subcutaneously in the pectoral region; 4 or 
5 litres were given this way. \It was absorbed quickly, averaging 
one and a half to two hours. The improvement in colour and 
quieting of restlessness were marked. It could be given three 
times daily this way. 

In the hope that oxygen would be taken up by the gastric 
mucosa I gave hydrogen peroxide as before mentioned, and also 
considered giving it intravenously, but was afraid of embolism 
from any effervescence set up. 

2. Rest. This was absolutely necessary and the patients 
had to be watched very carefully. If they got up it was certain 
to retard progress and some times result in death. Morphine 
was given only in very restless cases, as we preferred to get rest 
and sleep by oxygen and stimulation. 

Rest of the lung itself was the hard thing to get, but we tried 
to do it by getting oxygen in by other channels and so avoid push- 
ing pure oxygen on to destroyed alveoli and ruined mucosa. 

3. Relief of heart. Rest was the main aid. Next was vene- 
section, and though it was done in only one case and though the 
patient died ultimately, the improvement in comfort and colour 
led me to think it would be the best thing for cyanosed cases or 
where the heart was dilated. Not more than ten or twenty ounces 
should be taken for fear of weakening the patient too much. 

As. far as drugs were concerned we used camphor, caffeine, 
digitalin, and strychnine. Camphor was my personal choice on 
account of its being excreted by the lungs and so helping these. 
Caffeine as well as being a good heart stimulant was good for the 
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mental condition. No advantage could be claimed for either of 
the other two and digitalin was of less use than strychnine. 

4. To relieve lungs, etc. Rest was a first consideration. 
Outside of oxygen there were several drugs to be used. Atropine 
had been used in previous gas attacks, but on thinking it over it 
seemed ridiculous to dry up an already thick viscid mucoid secre- 
tion which was better away. Again, if one was going to give 
emetics or expectorants, atropine would only act against these. 
Also any one who has had the dry burning sensation in the throat 
caused by atropine would think twice before adding it to the 
similar one felt by gassed cases. 

We gave very few emetics, but used expectorants such as 
“The Major’s’” mixture of potassium iodid and ammonium car- 
bonate. This gave good results. 

These were the notes I had made at this time. A few days 
afterwards pamphlets came giving the French methods. They 
embodied similar conclusions to those we had arrived at. A drug 
they advised was sparteine, but I could see little advantage in this 
unless the kidneys were inactive. 

Between this and the next gas attack in our section we received 
about six cases who had been gassed on the 30th, but kept at 
duty till forced to stop. Several had dilated hearts, one especially 
having an increase of nearly an inch each way, with obliteration of 
cardiac angle. He was suffering from dyspnoea and weakness. 

The next series came in on June 17th. Between 8.30 a.m. 
and 8.30 p.m. six hundred cases were admitted. Of these four 
hundred and twenty were gassed and nearly three hundred were 
stretcher cases. One case was dead on arrival and one died while 
being admitted. 

These cases all were of the pallid or leaden hued variety. 
There were a few cyanosed cases, but they were not the dusky red 
cyanosed type seen in the attack of May 30th. We noticed that 
a number had the lips covered with froth. This was a bad prog- 
nostic sign, all of such cases dying, mostly the first day. 

All the severe cases were put out of doors and we began treat- 
ment as outlined before. All oxygen tanks available were got to 
work, the severe cases being given inhalations as often as possible. 
Camphor hypos were given all severe cases and also to many moder- 
ately bad ones. Hydrogen peroxide, one drachm every hour, was 
given to nearly three hundred cases. I bled four cases at once, and 
gave oxygen subcutaneously to about fifteen or twenty. <A few of 
the restless ones got morphine gr. } hypodermically, and three or four 
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cases were given atropine gr. 1-15 hypodermically. We induced 
vomiting in some and a number vomited spontaneously. In either 
case great relief resulted. Notwithstanding the use of all methods 
I could not see that much good resulted in the very severe cases. 
Seventeen died during the day, all from cedema of the lungs. 
The amount of fluid in the lungs was so great that many patients 
could be turned on the side and large amounts of yellowish serum 
expressed, almost a quart at a time in some. Captain Selby saved 
several cases in this manner. 

In the morning we sent three hundred cases to base, keeping 
a hundred very bad ones. We kept up treatment as before. The 
agony suffered by this group of cases was intense and the scene 
was the most gruesome one could imagine, whilst the sounds of 
suffering were horrible, and the evidently hopeless outlook for so 
many of them made it most discouraging for us. One would be 
at one end of the ward, give some orders about a patient, go to 
the other end of the ward, then get called back to the first patient, 
and get there in time to see a gush of froth and serum followed by 
death in a moment or two. 

During the 18th, the same course as before was. followed. 
About four more cases were bled, and some fifteen cases got oxygen 
subcutaneously. Having heard from Captain McLean that gases 
were readily absorbed by the rectum, I tried giving oxygen this 
way to several cases. These various methods would relieve symp- 
toms and keep them going for a time, but ultimately the result 
would be the same in too many cases.. There would be the gush 
of froth and fluid, followed by death in a few moments. During 
the day twenty died, one from cardiac failure, the rest from oedema 
of the lungs. We sent forty-six to base. 

On the 19th five died, twenty went to base. 

On the 20th, two died and we evacuated eight. 

On the 21st, we sent our last patient down. 

Now between these cases and those of April 30th the differ- 
ences lay in this—the cases were all of the pallid type. They all 
showed cedema of the lungs. The secretions from the lungs instead 
of being viscid and mucoid were thin and serous. Thinking I 
might get some free fluid in one case, I did a paracentesis, but 
got nothing. 

It was on doing the autopsies that the uselessness of any 
method of attempting to save those dying could be seen. We did 
fifteen autopsies. The findings were practically the same in all. 
The base of the tongue was blue and dark. Epiglottis, larynx, 
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and trachea intensely congested, much more so than the first 
series and covered with frothy mucus.  Bronchioles filled with 
serous fluid. ‘There were punctate hemorrhages under the visceral 
pleura, but few of the bull seen in cases of April 30th. Every 
case showed lungs cedematous from apex to base with practically 
no sound tissue. The lungs weighed from three to four times 
normal. On section they exuded froth and serum from’ every 
point. Over twenty ounces could be easily expressed from one 
lung. The cases dying early showed very little inflammation, which 
was more evident the longer the case had lived. Cases dying later 
showed hepatization almost and marked friability of tissue. The 
last patient dying had almost liver-like lungs, and oozing of bloody 
serum. 

In a few cases the heart was dilated. The stomach in all 
showed marked congestion of ruge especially along the greater 
curvature, and sometimes more so towards the pylorus. In one 
case the liver was markedly congested and in one the spleen was 
congested also. 

In the brain, the choroid plexus was greatly congested and there 
were numerous petechie throughout the internal capsule. 

After this last attack, I had no opportunity of seeing other 
severe cases. A number of such went through the clearing station 
north of us in July and from accounts they seemed to be of the 
nature of those seen in the attack of June 17th. Results of treat- 
ment were about the same and the conclusion one had to arrive 
at was that no one method could be followed, but that combinations 
of means used as mentioned would save a certain number. The 
one thing impressed on all was the imperative need of absolute 
rest. 

I must before closing express my indebtedness to Lieutenant- 
Colonel F. 8. L. Ford, C.M.G., in affording me every help and en- 
couragement in attending and studying these cases. 
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ON THE MODIFICATION IN THE STRENGTH OF 
THE BORDET-WASSERMANN TEST DURING 
THE TREATMENT OF SYPHILIS* 


By H. K. Detweiier, M.D. 


Senior Research Fellow; Lecturer in Bacteriology, Faculty of Medi- 
cine, University of Toronto 


F the treatment of syphilis involved alone the problem of causing 
the disappearance of the outward manifestations of the disease, 
the task would be comparatively simple. Even before the advent 
of salvarsan, clinicians usually experienced little difficulty in aecom- 
plishing, in the average case, a marked clinical improvement by 
employing mercury and iodide of potash. With the newer drug 
the results are often marvellous, inasmuch as under its influence 
the most extensive lesions frequently disappear in an incredibly 
short time and the patient apparently is quite well. 

It is not difficult, therefore, to understand how even such an 
illustrious authority as Hutchinson,’ should have regarded mercury 
as a satisfactory and sufficient therapeutic agent. It was not until 
the discovery by Bordet and Gengou of the antigen-antibody 
reaction and its application to syphilis by Wassermann in 1906, 
that we possessed a scientific means of checking the efficiency of our 
method of treatment. It is not yet fully realized by many clinicians 
that while this test is invaluable in the diagnosis of lues, it finds 
an equally wide and important field of application in following the 
progress of the case after the diagnosis has been made and treat- 
ment has been instituted. It was not without a considerable 
degree of concern and even alarm, that the medical profession was 
informed by this laboratory procedure that in many cases of so- 
called cures, the disease was far from being eradicated. All statistics 
regarding treatment had thereupon been rendered out of date and 
to a large extent useless, and there was ushered in a new era of 
investigation into the efficiency of the various methods of therapy. 
There has appeared since that time a great mass of literature 
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dealing with the effect of treatment upon the strength of the Bordet- 
Wassermann test. Generally speaking, it is now conceded that the 
progress of the treatment is gauged most accurately by this test 
and a cure is not claimed until the test has been consistently negative 
for some time without treatment. So far as these points are con- 
cerned the question may almost be considered a closed one. The 
reason for the investigation here recorded is the fact that many 
physicians become very pessimistic regarding treatment, after 
receiving from the laboratory several reports, at reasonable inter- 
vals, indicating no change in the test even after prolonged treat- 
ment. 

This fact in itself is exceedingly significant but it becomes 
more so in the light of recent revelations in regard to the prevalence 
of the disease. In the first three months of this year the test has 
been made on thirteen hundred and thirty-six new patients enter- 
ing the public wards of the Toronto General Hospital. These 
patients were not selected, but the test was made as a routine meas- 
ure, regardless of the condition for which the patient was admitted. 
This figure includes all types; surgical, medical, obstetrical, gynz- 
cological, as well as diseases of the eye, ear, nose, and throat. Of 
the thirteen hundred and thirty-six cases, no less than one hundred 
and sixty yielded a positive test—amounting to 12 per cent. In 
the out-patient department, in the same three months, two hun- 
dred and fourteen new cases were investigated and of these seventy- 
eight, or 36 per cent., had syphilis. These, however, were not done 
as routine, but the figures serve to illustrate the alarming prevalence 
of the disease, for they bring the total new syphilitics discovered 
at the General Hospital in three months to two hundred and thirty- 
eight. Furthermore, we have found? that the majority of these 
cases are not suspected of having the disease. 

Many cases of syphilis respond readily to treatment—the 
symptoms disappear, the test becomes negative and the patient 
is in all probability cured. There are, however, a great number 
which do not show any change in the test, or do so only after a 
very long and vigorous course of treatment. Out of a large series 
of cases in the special treatment clinic, 43 per cent. under careful 
treatment have shown no change in the test. This percentage is 
startling, and forms the raison d’étre of this investigation. 

For some time past I have felt that we should know what is 
going on in these cases during the period of treatment. Are they 
really receiving no benefit from the administration of antisyphilitic 
remedies? It seemed reasonable that were one able to make a more 
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delicate test of their sera, a change might be detected even in these 
apparently intractable cases. In examining the literature we 
found no report of such work having been done. McIntosh and 
Fildes*® give one or two protocols of cases in whom the sera were 
titrated somewhat in the manner herein described, but their atten- 
tion was directed to patients who respond readily. Craig* made 
dilutions of serum down to 0°02 c.c. in untreated cases, every day 
for a week, and found that the strength of the reaction varied 
slightly from day to day, but in the main his results showed that 
with repeated tests, the variations are negligible save in cases 
which apparently did not have a very strongly positive test at any 
time. Such instances in untreated syphilis are, in our experience, 
due to differences in the antigen, or as suggested by Haller’ to 
variations in the hemolytic system. The latter author’s findings 
are remarkably constant. Recently King® reported results of the 
quantitative test after treating with salvarsan. In this communica- 
tion he concludes that little change occurs in the strength of the 
Wassermann reaction during the first five days following the 
administration. He also makes the rather general statement that 

“‘some previously untreated cases may be given prolonged salvarsan 
therapy with very little weakening of the Wassermann reaction.” 
He adds, however, that they may show striking improvement 
clinically. We shall take occasion to discuss these statements 
after presenting our experiments and exhibiting the charts per- 
taining thereto. 

Technique. In our laboratory a cholesterinized heart antigen 
and an anti-sheep hemolytic system are used. Ordinarily we use 
three dilutions of the patient’s serum—0-2 c.c., 0-1 ¢.c., and 0-05 
c.c. This gives sufficient information for the regular routine test. 
Many laboratories use only one dilution—0-1 ¢c.c. For the purpose 
of this investigation new cases were chosen, i.e., cases that had never 
before been treated for syphilis, and they were taken in order as 
they came to the out-patient department of the hospital. The 
number is not large, considering the size of the clinic and the fact 
that they extend over a period of five months, but many factors 
come in to disturb an otherwise ideal field. For example, many 
cases have previously received desultory treatment. Many leave 
the city before the investigation is completed. Others find their 
clinical symptoms clear up, and then, despite the warning of the 
physician that the disease is not yet eradicated, and the visits 
of the social service workers in an endeavour to keep them interested 
in their own cases, they fail to return. The Wassermann test is 
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made before treatment is begun, and then, with few exceptions, 
every time the patient returns for treatment a sample of blood is 
taken just before the treatment is administered. This means that 
the majority have a weekly test. The same antigen is used through- 
out the series. The serum in all cases is diluted so that the small 
amounts to be used may be accurately measured. Seven tubes 
beside the serum control, are used for each case, and they contain 
0-2 c.c, 0-1 c.c., 0-05 c.c., 0-025 c.c., 0-01 c.c., 0-005 c.e., and 0-0025 
c.c. of the patient’s serum. The control tube contains 0-4 ¢.c. 

It may be well, at this point, to describe briefly our method 
of recording results, as it differs from any we have yet seen. The 
result in each tube in the test is represented by a number. The 
figure 4 means no hemolysis has occurred in that particular tube; 
2, means that 50 per cent. hemolysis has taken place; 1 would, 
be 75 per cent. hemolysis, and 0, would be complete hemolysis. 
For example, in our routine tests, 4 4 4 means no hemolysis with 
0-2 c.c., 0-1 c.c. and 0-05 ¢.c. serum. Naturally, when a case begins 
to show the effects of treatment it is the third tube which goes 
first since it has the smallest quantity of serum. In this investiga- 
tion there are seven figures which indicate exactly what the techni- 
cian sees in each tube, so that by this method the reader can gain 
almost as vivid a picture of the result of the test as the one who 
performs it. 


Results. At this date our results are necessarily slightly in- 
complete, but sufficient information is at hand from which to 
draw certain definite and fundamental conclusions which will 
prove of interest and profit to the physician who treats this disease. 
There are seventy-five cases in the series. Of these five are con- 
genital; ten are in the primary stage; twenty-four in the secondary 
stage; twenty-six tertiary and four latent. In six the stage is not 
known.* ‘These seventy-five cases were taken consecutively as 
they presented themselves at the clinic, the only restrictions 
exercised in their selection being that they must have a strongly 
positive Wassermann test to begin with and must never have had 
treatment for syphilis before. 

Of the seventy-five cases, eighteen have become negative. 
Of these, two are congential, five secondary, four tertiary, while 


*Owing to the lack of a clear line of demarcation between the different stages of 
syphilis, the above classification is necessarily arbitrary and only approximate. ‘‘Prim- 
ary’’ means the presence of a chancre. “Secondary” the presence of a rash, sore throat, 
mucous patches, condylomata, etc. ‘‘Tertiary’”’ means the presence of gummata, 
vascular changes, etc. 
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one was a case of latent syphilis. The average amount of treat- 
ment required to produce these negative tests was five doses averag- 
ing 0-5 grams of diarsenol. 

Of the seventy-five cases sixty have definitely improved from 
a serological standpoint, leaving fifteen unimproved. In analyzing 
the fifteen I find that only seven of them had more than two in- 
jections of diarsenol; one of the seven had only three injections, 
while of the six remaining, one is a congenital case, and five are 
old tertiaries. | 

Discussion. It is impossible to compare our results with those 
of any other investigator, because of the lack of parallel experi- 
ments. King probably comes the nearest to our field of work, 
but he observed his cases over a very short period of time—five 
days. He concludes that very little change occurs in the strength 
of the Wassermann test as the result of a dose of salvarsan. In 
looking over his protocols we find that three cases out of twenty 
show a definite weakening of the test, and while ours show a higher 
percentage than this, we agree to a certain extent with his conten- 
tion that it takes more than one dose to produce a marked effect 
on the alexin-fixing substances. It was a serious mistake at the 
beginuaing of salvarsan therapy to assert that one dose, or at the 
most two, would be sufficient to cure. It is not surprising to find 
the laity reluctant to discard this hope, in view of the fact that the 
symptoms and lesions often clear up rapidly, but that many of 
the profession should also be slow to acknowledge its fallacy is 
indeed a matter of concern, for it is surprising how many still 
treat syphilis without calling in the aid of the laboratory to 
ascertain the progress of the case. 

The charts are shown with the view of impressing upon our 
minds the optimistic outlook in treating syphilis. What we wish 
specially to bring out is the fact that in nearly every case, long before 
the ordinary Wassermann test shows any sign of being affected by 
the treatmeat, the more delicate titration of the serum herein 
described gives unquestionable evidence of benefit. This is well 
shown in a graphic manner in the charts appended. These charts 
are type cases and serve to illustrate our contentions in a much 
less laborious manner than that of writing out in full the experi- 
ments undertaken. Besides the charts, there are several examples 
of actual protocols. These are included not because they are 
essential to the full report of a case so much as because they serve 
to illustrate our method of recording the strength of the test by 
figures representing the degree of inhibition of hemolysis. 
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Among the cases which have not responded to the treatment, 
there seems to be no real cause for pessimism save in a very few 
instances of long standing tertiaries. Even these may show de- 
cided improvement before the treatment is abandoned. None of 
them have had more than eight doses of diarsenol and there are 
very few clinicians who would consider that number a fair test 
of a therapeutic measure. This view is based on practical experi- 
ence, for we have seen many instances where the patient required 
more than twenty doses to produce a change in the Wassermann 
test. 

Conclusions. 1. The serological improvement. in the blood 
of cases of syphilis is often not indicated in the ordinary Bordet- 
Wassermann test. In this series 43 per cent. showed no improve- 
ment. 

2. By titrating the sera as described under ‘‘Technique”’ 
such cases, in nearly every instance, can be shown to have definitely 
improved, often after only one injection. 

3. These findings constitute a strong justification for persis- 
tence in treatment of so-called ‘‘refractory’’ cases. 
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EMPYEMA CAVITIES 
By D. E. Rosertson, M.B. 


Toronto 


[N the winter of 1913-1914 the writer began to employ Beck’s 

bismuth paste in empyema cavities, in order that the outline 
might be recorded by means of stereoscopic radiographic plates. 
A series of cases was treated in this manner; the patients for the 
most part had suffered from a discharging sinus for six months or 
more following a rib resection for empyema. Other cases, again, 
were followed from a few days after operation and their cavities 
registered in an z-ray plate. In this way, at certain periods, 
bismuth paste was injected into cavity and any change in size 
was readily demonstrable. By taking a stereoscopic plate the 
exact outline and position of the cavity was obtained. It was 
hoped, that by having an absolute record it would be possible 
to judge definitely the effect of treatment and the progress of the 
case, as evidenced by the diminution of cavity. 

The cases studied were those that show the usual bacterial 
flora common to this condition. In no case was there a tuber- 
culosis underlying and primarily the source of the condition. None 
of the cases had osteomyelitis of rib. 

The plates to be shown are of patients who can be divided 
into two classes. First. Those whose sinus and discharge were 
cured in about two months after a rib resection. These were filled 
with bismuth paste for skiagraphic reasons only so that diminution 
‘of the cavity might be followed. No claim whatever is made — 
for bismuth paste as a therapeutic measure. 

Second. Those cases that had become chronic or had taken 
well over two months to heal; in fact some were not healed two 
years after the primary operation. In two such cases a modified 
Estlander operation had been done in the hope of obliterating the 
cavity by means of a collapse of the parietal wall of the sac. The 
operation consisted in exposing four or five ribs covering the cavity, 
and after splitting and reflecting the periosteum, three inches of the 





Read at the forty-eighth anrlual meeting of the Canadian Medical Association, 
June 14th, 1917. 
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rib was peeled out. This was sufficient to permit of a considerable 
collapse of the parietal wall. 

Early in the series the point of drainage presented itself very 
strongly. It must be remembered that the chronic cases are 
ambulatory ones and consequently were erect for more than half 
the day. These patients when operated upon had the opening 
made well back in the post axillary line, or behind this even. The 
drainage is therefore good, while they are lying on their backs, 
but when they are allowed to sit up or to be out of bed, the drainage 
is not good. I shall with lantern slides, endeavour to demonstrate 
the two classes of cases, showing the second class first, 7.e., the 
chronic cases. 

One word about the technique of filling with bismuth paste. 
To get a heavy shadow a 50 per cent. bismuth and vaseline was 
required. This must be warmed to use in a glass syringe. In the 
earlier attempts the cavity was not completely filled; the cavities 
were not expected to be so large, and there was not sufficient paste 
put in. 

The negatives have been made from stereo plates and in show- 
ing them on lantern slides one loses the valuable stereoptical 
effect. 

Case 1. I. P., et. seven months. Rib resection in January, 
1913. 

No. 1—5071. April 23rd, 1914. One year and three months 
later x-ray shows a cavity with drainage at upper end. Three 
days after this plate was taken portions of two ribs overlying the 
cavity were removed. The sinus and cavity were swabbed out 
with alcohol in an endeavour to sterilize if possible the walls, and 
permit healing to take place now that the parietal wall was collapsed. 

No. 2—5638. August 17th, 1914. Four months after previous 
operation there is existing a cavity that is larger than formerly. 
The opening is at the top of it. The operation done in this case 
was therefore of no value whatever. Here the collapse of the 
parietal wall did not cure and swabbing out of cavity gave no 
success. : 

This case shows also that all the original cavity above the 
present opening has closed, and that the only remaining part 
lies below the opening. 

Another attempt was made to close the sinus in October, 
1914, but was unsuccessful, as the history shows there was still 
discharge in March, 1915, one year and nine months later. 

Case 2. P.R., et. eleven. Not a chronic at first but demon- 
strates bad drainage. 
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No. 3—4740. February. Two days after operation. Drain- 
age in upper part of empyema. 

No. 4—4871. March 11th. Five weeks after operation. 
Drainage in upper part of cavity. The cavity is hour glass. There 
was not sufficient bismuth put in as it afterwards proved. 

No. 5—5414. June 18th. Here the cavity was completely 
filled and is an enormous affair. Drainage bad. Patient was 
taken home by father. 

Case 3. W M., et. nine. One year and four months since 
operation. 

No. 6—4265. Large cavity drainage at seventh rib. Operation 
with removal of ribs over cavity to permit of collapse. 

No. 7—4449. December 3rd, 1913. Section of 3rd-9th ribs 
removed. Drainage tube in place. 

No. 8—4574. January, 3rd, 1914. One month after operation 
for collapse of parietal wall. Regeneration of ribs and in line of 
new contour of the chest wall. 

Two months after operation, small amount of discharge from 
sinus. No further history. This was a long standing case and 
had bad drainage. 

Case 4. M. M., et. four years. Operation September, 1914. 
Fifteen months later two ribs resected. 

No. 9—8972. Taken five months later. Operation was not 
sufficient to cure. Cavity was from 7th to 10th ribs. Portion of 
7th and 8th ribs resected. Proper drainage not arranged. Again 
demonstrates collapse not sufficient to effect a cure. 

Case 5. G. P., et two years. Operation January, 1915. 

No. 10—7784. Nine months later. Cavity 3rd to 10th rib. 
Drainage bad. No further history. 

Case 6. J.L., et. two anda half years. Operation April, 1912. 

No. 11—5296. May 29th, 1914. Two years and two months 
after operation. Cavity from 7th to 10th rib, opening at 7th rib. 
Drainage bad. 

~ No. 12—5437. June 28rd, 1914. 5th and 9th ribs resected 
with lower drainage provided. Discharged cured one month later. 
This case was cured in very short time after the combination of 
collapse of parietal wall and lower drainage. 


The above conclude the chronic cases to be shown. There 
now remain the cases that healed quickly and required no surgical 
interference. 

Case 7. M. C., et. two years. 
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No. 5—An enormous cavity—drainage is from point midway up. 


No. 16—Illustrating a cavity, the drainage exit of which is at the most dependent 
point of cavity. 
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No. 183—4644. Taken one month after operation. Cavity 
4th to 7th rib and lying toward anterior axillary line. 7th rib 
resected. Good drainage and cured in seven weeks from operation. 

Case 8. M. Mc., et. four and a half years. 

No. 14—4964. January 26th, 1917. Cavity extends from 
4th to 7th rib. Drainage through 7th rib. She gets well promptly. 

Case9. B.S., et.eleven months. Operation April 22nd, 1914. 

No. 15—5277. May 28th. Taken one month after operation. 
Cavity extends from 6th to 7th rib. 7th rib resected. Good 
drainage, and is cured in six weeks from operation. 

Case 10. J. C., et. twenty months. | 

No. 16—5072. One month after operation cavity from 5th 
to 9th ribs. Drainage through 9th rib which is lowest point. 

No. 17—5279. One month later. Cavity much smaller. 
Cured two weeks later. Ten weeks in all. 

Case 11. E. K., et. two years. A lung abscess. 

No. 18—5387. June 15th, 1914. Shows chest before opera- 
tion. Diagnosed empyema, and a needle got pus. 

No. 19—5409. June 17th, 1914. Drainage into lung abscess 
through 9th rib post axillary line. 

No. 20—5444. June 25th, 1914. Shows cavity and the 
bronchial tree. In August absolutely closed. 

No. 21—5637. August, 1917. A little thickening. 


These cases comprise all that have been filled with bismuth 
at the Hospital for Sick Children. More cases have not been done 
on account of the war interfering in 1914. This also accounts for 
some of the class (two cases) not being followed longer. 

In the first six plates shown it may be observed that the 
drainage was not well placed; that is to say that the pocket extended 
below the aperture of exit. This class extended over a long period 
of time. The first plates of each case shown were taken fifteen 
months, sixteen months, fifteen months, nine months, and twenty- 
six months, after primary operation. The last five cases shown 
(Class 1) were on the other hand, cured in about two months at 
the longest; and in these the plates show the persisting cavity 
lying above the aperture for drainage. At the primary operation 
the drainage was established at the lowermost point in the empyema. 

In conclusion, it would appear that the most important point 
in the treatment of a non-specific empyema cavity is the proper 
_ drainage thereof; that if the pus is allowed to drain off as soon as 
formed, granulation will fill in, in spite of the fact that there is 
infection of the wall of the sac. 
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HOME TREATMENT OF TUBERCULOSIS 


By D. H. Bernstein, M.D. 
Montreal 


a present method of treating tuberculosis has many disad- 
vantages. The ideal method of treating tuberculosis is in 
sanatoria, but there are not enough institutions to accommodate all 
persons suffering from the disease. 

According to the latest reports from the ‘“‘National Association 
for the Study and Prevention of Tuberculosis” there are in the 
United States about one million persons suffering from tuberculosis, 
while there is accommodation in sanatoria for only forty-five thous- 
and patients. These institutions include accommodation for incipi- 
ent and advanced cases, children’s hospitals, almshouse hospitals, 
hospitals for insane patients, and for patients in penal institutions. 
There is therefore accommodation for only 4°5 per cent. of the 
patients suffering from tuberculosis, the remaining 95°5 per cent of 
persons suffering from the disease have to be treated outside. 

Since living conditions in Canada are similar to those in the 
United States, it is safe to assume that the proportion of persons 
suffering from tuberculosis is thesame. Assuming that the popu- 
lation of the United States is one hundred million, we find that 
one per cent. of the population is suffering from tuberculosis. If 
we assume that the population of Canada is eight million and the 
same proportion of the population is affected with tuberculosis, 
we must have at least eighty thousand persons affected with the 
disease in Canada. According to the last report of the “(Canadian 
Anti-Tuberculosis Association” there is in Canada accommodation 
in sanatoria for eighteen hundred and five patients. This shows 
that only 2°25 per cent. of tuberculous patients are accommodated 
in sanatoria in Canada, the remaining 97°75 per cent. of the patients 
have to be treated outside of institutions. 

In Montreal there were in 1915, 1,062 deaths from tubercu- 
losis and as this number would represent one fifth of the number 
suffering from tuberculosis there are therefore at least 5,310 persons 





Read before the Montreal Medico-Chirurgical Society, June 1st, 1917. 
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affected with tuberculosis in this city, not counting the number 
found in our suburbs. The number of patients that can be 
accommodated in sanatoria in the whole province is one 
hundred and sixty-five, it follows that more than five thousand 
patients must be treated outside of sanatoria in Montreal alone. 
A small number of these patients may be in a position to go to a 
health regort where they find expert medical treatment as well as 
proper accommodation so that they are as well off as in sanatoria. 
But when one remembers that the treatmeut for tuberculosis is a 
long drawn out affair lasting months, it is self-evident that only a 
few patients are in a position to stand the necessary expense which is 
usually much higher than in sanatoria. We are therefore still 
confronted with the problem of how to treat the vast majority of 
patients, perhaps 90 per cent. of those affected with tuberculosis. 

While at present both physicians and laymen agree that the 
treatment for tuberculosis consists in.fresh air and plenty of food, 
yet both physicians and laymen when they speak of fresh air mean 
country air. Therefore when a physician diagnoses tuberculosis 
in a patient, if he cannot find room in a sanatorium, he sends his 
patient to the country. As I have shown above that about 90 per 
cent. of the patients find that the health resorts are too expensive, 
they must perforce live in cheap country boarding houses, and 
very frequently without any medical advice. Usually the city 
physician gives the patient a little general advice or no advice at 
all, leaving it all to the patient’s common sense. We all know 
what common sense amounts to without knowledge. Disastrous 
results follow. During the summer months one is able to get fair 
board and accommodation for a moderate price. Patients will then 
go to the country and be out in the open air as much as possible, 
but instead of taking the cure they take long walks, climb the 
highest mountains in the neighbourhood, take a swim twice a day, 
go rowing and take part in many games: At the end of three 
months they come home and wonder why they did not gain either 
in weight or strength. 

Those of the patients that are sent to the country during the 
winter are most of the time obliged to stop in farm houses without 
proper sanitary arrangements. The food while simple and nourish- 


‘ing is\ without variety and while it may be possible to “rough it” 


for a while, a person who is accustomed to a variable diet, and 
particularly the tuberculous patient, who as is well known readily 
develops fastidious tastes for food, soon tires of the country. As 
a result of lack of proper accommodation and absence of personal 
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comfort, together with improper diet and the monotony of country 
life, the patient becomes fretful and finds that his stay is not doing 
him any good. Consequently he returns to the city. 

All these patients on returning to the city go back to work 
and work as long as they can; in the meantime the disease is ad- 
vancing and at the end of five years, most of them will have died 
of tuberculosis. 

There is still another class of patients, who cannot afford to 
go to the country. These people neglect to take the treatment or 
cure entirely, feeling that as they cannot get the fresh air, meaning 
the country, they will not get cured, and as the general practitioner 
in the city holds the same opinion, no attempt is made to remedy 
matters, the result is that these patients pass from one stage of the 
disease to another until they are finally landed in an incurable 
hospital. The final result is that one person out of every eight 
dies from tuberculosis, a distinctly curable disease. To quote 
Commissioner Biggs, ‘““No disease is better understood or more 
preventable and none more amenable to simple and easily applied 
measures.” 

If one were treating a case of typhoid fever and if he could not 
obtain accommodation in a hospital for his patient, he would not 
send such a patient to the country without provision for proper 
accommodation as well as proper medical treatment, but would 
treat such a patient at home and expect nearly as good results as 
from hospital treatment. Then why treat tuberculosis differently, 
since when properly treated at home good results can be obtained? 
But in order to obtain good results patients must be treated at 
home the same way as they are treated in sanatoria. 

All patients with a well-marked tuberculous lesion presenting 
themselves for treatment show certain common features, namely, 
loss in weight, asthenia and a feeling of lassitude, other symptoms 
may or may not be present. This shows that we are dealing with 
a body that is underfed and over worked These terms I am using 
in their broadest sense, inasmuch as the rich man who finds no 
time to eat is as much underfed as is the poor man who starves. 
The remedy for this condition is self-evident, namely, Rest and 
Food. In order to stimulate bodily functions and bring them into 
a normal state we give the patient as much fresh air as possible. 
When the patient’s weight and strength have improved sufficiently, 
graduated exercise is prescribed It follows that the treatment 
for tuberculosis consists of rest, food, fresh air and exercise, in the 
order of their importance. 
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Rest. At the outset of the treatment for at least one month 
or six weeks, patients are required to rest the whole time, either 
in bed, day and night, or in a reclining chair during the day. The 
length of time depends on the temperature, pulse rate and the 
rapidity with which a patient regains his usual weight. It is use- 
less to attempt forced feeding in a febrile patient who is not at 
rest. When a patient is sent to the usual boarding house in the 
country he cannot rest, for no boarding house keeper will take a 
sick boarder nor will the other boarders tolerate a sick person in 
the house, especially if it is known that the patient is tuberculous, 
therefore staying in bed is out of the question. Using a re- 
clining chair is also not permitted in most boarding houses, even 
in so called health resorts, consequently the patient has to sit in an 
ordinary chair, which is very uncomfortable and even tiresome 
for a weak person. Most of these patients always try to give the 
appearance of well-being with disastrous results. Therefore for 
such patients home is the only place where proper rest can be 
obtained. Nearly every house has a front or back porch where 
the patient can stay most of the time, one can use a couch or a 
reclining chair and in the summer time a hammock. At home 
the patient can be kept under control by the family as well as by 
the family physician. The family will attend to the comforts of the 
patient. In order to obtain good results one must not neglect the. 
little details that make a patient comfortable when he has to rest 
all the time. The porch must be so arranged that he will be pro- 
tected against the sun, winds, and rain. Patients are usually shy 
about being observed by the neighbours. Prying eyes can usually 
be kept away by rigging up a curtain or porch blinds. 

Food. The question of food is of paramount importance in 
connexion with tuberculosis. It may seem paradoxical but while 
food is raised in the country, better and cleaner food and greater 


_ variety is obtained in the city and in many cases much cheaper. 


The prevailing tendency among medical men as well as laymen is 
to overfeed the patient. But why one should expect that the 
stomach of a tuberculous patient should be capable of holding 
more food than that of a healthy man is beyond comprehension. 
We all know the results of overfeeding in health, the results of over- 
feeding in tuberculosis are even more disastrous. While super- 
alimentation is practised in connexion with the treatment of 
tuberculosis, it must be followed out with great caution. The 
best plan is to give the patient three meals a day of good sub- 
stantial and well-prepared food at five hour intervals. Two and 
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a half hours after a meal is taken, if a glass of milk or a raw egg is 
given, gastric digestion will not be interfered with and at the same 
time the stomach will have emptied itself before the next meal 
time arrives. In this way the stomach will not be overloaded, 
thus avoiding the resulting consequences of an overloaded stomach. 

Fresh Air. Fresh air is about the only vital substance that 
can not be monopolized and can therefore be had everywhere free 
and with but slight effort. Yet few persons in any community 
make any attempt fully to utilize the amount of fresh air available. 
“It has been said that the only bad air in the country is in farmers’ 
houses whence it seldom has an opportunity to escape ”’ (Brown), 
To blame the city air as the cause of tuberculosis is unreasonable. 
for the country is not altogether free from tuberculosis, although 
the number of persons affected seems smaller, yet one must not 
lose sight of the fact that country people lead a less strenuous life 
than city people do. Occupation also plays an important part. 
The effects that a strenuous life as well as occupation have on the 
production of tuberculosis may be noted by the fact that females 
are less subject to tuberculosis than males are, even in cities. 
In the United States the death rate of males was one hundred and 
forty-nine per 100,000 as compared with one hundred and twenty 
for females. Density of population does not seem to account for 
the high death rates, for London the largest city in the world has a 
death rate from tuberculosis of one hundred and thirty-two per 
100,000, only slightly larger than the rural districts of the United 


- States with a death rate of one hundred and fourteen per 100,000. 


On the other hand all civilized countries have reduced the mortality 
from tuberculosis during the last fifty years, while the density of 
the population increased. This changed condition can be ex- 
plained by the fact that people are beginning to understand the 
benefits of fresh air and hygienic sanitary measures. That these 
are the actual causes in the reduction of the death rate from tub- 
erculosis is proven by the fact that while the death rate in cities 
is constantly decreasing, the death rate in rural districts is practically 
stationary. This shows that a tuberculous patient has a fair 
chance of getting cured in the city as far as fresh air is concerned, 
only he has to take advantage of the benefits derived from fresh 
air just as it is practised in sanatoria. 

Exercise. At the end of several weeks of rest exercise is begun 
in suitable cases to get the patient into condition. Passive exercise 
by massage may be begun when the patient is still confined to bed 
before the temperature is normal and when there is still loss of 
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weight, but should not be prolonged sufficiently to cause fatigue. 
Massage should not be carried out when there is marked weakness, 
hemoptysis or any intercurrent disease or complication. Doctor 
Wadsworth says, “Some years ago the treatment of tuberculosis 
consisted very largely of prolonged rest and over feeding. This 
has gradually been supplanted by more and more exercise or work 
for those who are forced to earn a living. In many institutions 
the statistics show that the quiescent, subacute or latent cases of 
tuberculosis are in much better health and happier in doing a pre- 
scribed amount of work each day. A tuberculous subject is there- 
fore no longer barred from contributing to his own support and is 
not wholly dependent on the charity of others.” 

Active exercise should be begun as soon as the patient’s con- 
dition permits. Exercise means walking and should be discon- 
tinued if the patient has fever, rapid pulse, blood in the sputum and 
loss in weight. As long as these symptoms persist no exercise is 
advisable. It is wise to begin exercise with a five minute walk 
each morning and gradually increasing a few minutes each week 
until the patient is able to spend four to six hours a day on his feet 
without fatigue. In all cases a patient should rest half an hour 
before and half an hour after meals (Brown). 

Advantages. The advantages of home treatment are many. 
Treatment can be begun long before there are any urgent signs or 
symptoms. If one will only realize that the direct causes of tub- 
erculosis are overwork and underfeeding, then as soon as a patient 
presents himself in a run down state, with loss in weight, weakness 
and a tired feeling, the proper treatment can be instituted without 
causing much inconvenience to the patient or his family. This 
is especially so in connexion with married women who find it hard 
to break away from home and family. The experience of every 
medical man connected with a sanatorium is that married women 
are hard to deal with and make very unsatisfactory patients for 
institutions. Then there are many whose income ceases when 
they leave the city, while if they remain at home they can continue 
to manage their affairs with the help of another member of the 
family. In such cases it is of vital importance for the patient to 
remain at home. The other advantages of city treatment are better 
food, proper sanitary arrangements and better accommodation. 
Patients are not so lonesome and have the consolation of friends 
and care of the immediate relations. The members of the family 
realize that it is to their benefit to take good care of the patient and 
to see that instructions are carried out. There is another great 
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factor to include in the beneficial effects and that is the patient is 
under the direct care of the family physician perhaps aided by 3 a 
specialist. 

Home treatment does not entail any extra expense so that : a 
person of moderate means can stand the financial burden much 
easier and for a much longer time than is possible when the 
patient is sent to the country. 

We have all come across those cases of so-called neurasthenia 
with emaciation and weakness who begin to improve and feel 
better as soon as their weight returns to normal. A large number 
of those cases who do not improve ultimately turn out to be tub- 
erculous. If we treated these cases as potentially tuberculous we 
would anticipate the ravaging effects of the disease at a later date. 
To quote Dr. Landis, ‘I believe the most distinct advance that has 
been made in recent years is the increasing conviction that to 
successfully fight the disease it must be prevented and that little 
can be expected if we are to depend on treating cay developed 
tuberculosis’. 

Method. My method of treating is as follows: I divide all 
cases into two groups. Group I consists of (a) patients who show 
loss of weight and weakness but no signs of tuberculosis; (b) cases 
of quiescent tuberculosis who show physical signs but no symp- 
toms. 

Group II. Cases of tuberculosis with symptoms as well as 
those patients with severe symptoms of intoxication of uncertain 
origin. 

My treatment in Group I consists of having the patients rest 
for two hours after the midday meal. This can be done by 
married women and small shopkeepers. Where this can not be 
carried out I get the patient to stay in bed week ends and I con- 
tinue this treatment until the weight of the patient is normal for 
his age and height. Then I enforce two rules. Benjamin Frank- 
lin’s ““Early to bed and early to rise, make a man healthy, wealthy, 
and wise,’’ and the Biblical injunction, ‘‘Work six days and rest on 
the seventh.” 

Patients in Group II are treated just as they are treated in 
sanatoria for tuberculosis. In order to succeed one must pay 
attention to every little detail in connexion with the comfort of 
the patient. It is not enough to tell a patient to sleep with his 
window open but one must give details how to prepare the bed, 
the room and the patient, one must remember the great variation 
in the temperature which sometimes amounts to 20-30° in the 
course of a few hours. 
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I will just cite a few cases to show the results obtained. 

Case 1. Mrs. H., aged thirty-three, married eighteen years, has 
had five abortions and six living children. I confined her with the 
last child in February, 1910. Soon after she began to complain of 
feeling unwell. She made the usual rounds of doctors and hospitals. 
The diagnosis was always nervousness and neurasthenia. She 
was fed on bromides for about three years. The diagnosis of 
tuberculosis was first made in 1913. She was sent to a sanatorium 
where she remained for five and one half months without any im- 
provement. She then left the sanatorium and stayed in the country 
for two years, with but slight improvement. I saw her on August 
7th, 1915, with the lesion on the right side only. At that time 
I also thought that the country offered the only chance for a recovery, 
I therefore advised her to go back to the country. This she did. 
I saw her again on September 7th, 1916. She was now deaf in both 
ears, her cough was worse with a good deal of expectoration which 
was loaded with tubercle bacilli. She was running an occasional 
temperature of 100° for several months. Her pulse was 90-100 
and both lungs were involved, she was losing weight and was very 
weak. I then told her that she could not possibly be worse off in 
the city than she was in the country. I therefore advised her to 
come to the city. She then remained in the city with her family. 
She began to improve almost immediately. 

On September 17th her temperature was normal, cough less, 
appetite improved. From this time on, she improved steadily, 
without having had a cold aJl winter. Her cough stopped entirely 
and she gained ten pounds in weight. In January she began to do 
light household duties, something she had not done for years. 
She was quite happy feeling once more that she was of some use 
in this world. This patient had a sanatorium training which she 
carried out at home with good results. 

Case 2. Mrs. R., aged twenty-nine, married seven years, 
has three children. On July 1st, 1915, complained of a lump in 
her throat worse after eating. Frequent attacks of headache and 
weakness. Marked anemia. Her baby was then five months old 
but she did not nurse it. She did not improve and I did not see 
her again until October 3rd, 1916. She then had a slight dry cough, 
marked hoarseness which was getting worse during the preceding 
eight months. She was unable to raise her voice or sing. She 
tired easily and had to lie down every little while. Her mother 
had to do all the housework and look after the children. She lost 
weight continuously for several months. Her usual weight was 
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one hundred and twenty pounds and came down to ninety-five 
pounds. She consulted a throat specialist and other medical men, 
and was advised to go to the country but could not do so. She 
had no temperature. Lungs negative but was extremely pale. 
I put the patient to bed for two weeks. Then I allowed her up, 
but had her go to bed at nine p.m. and remain in bed till ten a.m. 
with breakfast in bed, and she rested again for two hours in the 
afternoon. In addition to her meals she received a glass of milk 
at ten a.m., at three-thirty p.m. and before retiring for the night. 
This treatment I continued for four months and on February Ist, 
1917, she was able to sing a fairly high note, her voice was clear and 
felt much stronger. Gained 10 pounds. She is now able to help 
in the household duties. While this is not a clear case of tuber- 
culosis the treatment seemed to do her good. 

Case 3. Miss N. D., aged twenty-three, single. Father and 
mother died from tuberculosis, has one sister and brother with 
whom she lives doing the housework. 

On March 3rd, 1917, complained of pain in chest, worse on 
exertion, headache, anorexia, loss in weight, lost twelve pounds, 
chills frequently, very weak, no cough but sneezed a good deal. 
Had the grippe two months ago and has been sick ever since. On 
examination I found a few moist rales in the left apex both back 
and front and a friction rub at the level of the second rib. Tem- 
perature was 99°2°, pulse 90. I applied sanatorium measures at 
home and she began to improve almost immediately. The fever 
disappeared and she begam to put on weight. 

On May 26th she had already put on twelve pounds in weight 
and the friction rub disappeared although the rales were still 
present. She was able to do thirty minutes walking without 
exertion and was able to help her sister who is a dressmaker with 
some sewing by hand. She feels quite happy that she is able to be 
of use to her sister again. 

I have collected sixty-nine cases, some of which had definite 
physical signs of tuberculosis, while others just had symptoms such 
as loss in weight, emaciation, weakness, chills, fever, headache, 
etc. Some of these having suffered for several months while others 
suffered for years. In every case where there was loss in weight 
and marked weakness without definite signs of tuberculosis, and 
where the cause for these symptoms was obscure, I assumed that 
they were precursors to tuberculosis and I treated them accordingly 
with marked improvement in every case where my Suggestions 
were carried out by rest, more or less less according to the case and 
feeding as well as fresh air and graduated exercise. 
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Post Sanatorium Treatment. After a stay of several months 
in @ sanatorium the patient is discharged and sent home. Few 
physicians as well as patients realize the importance of continuing 
the treatment at home. The patients feel that as they have been 
discharged from a sanatorium they must be in a fit condition. 
Physicians are surprised when they examine such patients and 
find that the physical signs are still present. Very few physicians or 
patients realize that it takes at least three or four years of treatment 
to effect a cure. 

When one reads reports of sanatoria one finds that very few 
cures are reported. Therefore the most that one can expect from 
a sanatorium treatment is to arrest the disease and educate the 
patient in the treatment. Indeed, Dr. Brown says, ““The close 
supervision of diet, and of exercise for one or two months at the 
beginning of treatment is probably the chief advantage of the 
sanatorium.” It follows that even sanatorium patients must be 
treated at home at some time during the course of the disease. It 
is found that 60 per cent. of the “open cases”’ still have tubercle 
bacilli in their sputum on discharge from sanitoria. It therefore 
is necessary for city physicians to pay more attention to the home 
treatment of tuberculosis. Dr. Hartfield says, “‘As an adjunct 
to each hospital or sanatorium there should be a follow-up depart- 
ment in the hands of a public-health nursing association that should 
not only visit and-correct the defects in the homes of patients who 
enter the hospitals or sanatoria but should follow these patients 
on their discharge and should watch over their homes and working 
conditions.” 

SUMMARY 


To sum up, I will say that: 


1. One per cent. of the population is tuberculous and requires 
treatment. 

2. Only 2 to 4 per cent. of the patients can be accommodated 
in existing sanatoria. 

3. Sanatoria do not cure patients, but only educate them to 
be able to take the cure effectively. 

4. The remaining 96 to 98 per cent. of tuberculous patients 
have to get along without sanatorium treatment. 

5. Simply sending a patient to the country without proper 
provision for his comfort and without proper medical supervision 
does not benefit the patient. This method incurs unnecessary 
expense and waste of time, and the patient having no training as 
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to personal care, is even a menace to those that he lives with by 
spreading the infection through improper means for the disposal 
of his sputum, as in most cases the people that the patient lives 
with are unaware that the patient is tuberculous. 

6. That this disease is wide spread is proven by the fact that 
at least one death out of every eight is from tuberculosis. 

Lastly, tuberculosis is a curable disease but must be treated 
properly and the treatment must be continued to some extent for 
at least three or four years after the disease is arrested. To accom- 
plish this more attention must be paid to easily applied methods, 
such as the home treatment offers. To quote Dr. Brown: ‘“Treat- 
ment at home is less expensive, does not entail residence in a hotel 
or boarding house, or acclimatization after return to work, pre- 
cludes separation from the family and friends, fatigue of travel, 
homesickness, does not break up business arrangements in the same 
degree and in fact possesses every advantage but climate.” 
“The value of certain climate has in recent years been called into 
question and to-dayrests largely upon personal belief and experience. 
Much has been written and little proved.” 

Finally, to quote Doctor Osler: “The brunt of the battle 
must. be borne by the practitioners at large. The better they 
know the disease, the better equipped they are to recognize 
it early, the more intelligently will they appreciate the conditions 
under which, even in homes, it may be arrested or cured.”’ 


WE are shocked by the announcement, as this issue of the 
JOURNAL goes to press, of the tragic death from pneumonia after 
six days illness, of Professor Theodore C. Janeway of Baltimore, 
whose brilliant and thoughtful Address in Medicine lives in our 
memory as one’of the chief events of the last meeting of the 
Association. 
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Case Reports 
PURPURIC MEASLES 
By L. M. Linpsay, M.D. 
Montreal 


THE case was that of a little girl of twenty-two months who had 

been exposed to measles while recovering from acute lobar 
pneumonia. Ten days after coryza developed with elevation of 
temperature; two days later Koplik spots appeared in the mouth, 
with a temperature of 102°. In another two days she was covered 
with the typical rash of measles. Three days later the papules 
over the lower abdomen and thighs became definitely hemorrhagic, 
more intense the following day, spreading to the arms, chest and 
back, so that the whole body was covered with a profuse 
purpuric rash. There was no increase in constitutional disturbance 
with change in eruption ; on the contrary with the appearance of 
the hemorrhage in the eruption the temperature fell from 102.5° 
to 99°. After three or four days the rash began to fade, but it 
was nearly two weeks before the eruption finally disappeared from 
the abdomen. A month later the Social Service reported that she 
had been perfectly well since discharge. The whole course of the 
disease was of moderate severity at no time showing toxic 
symptoms suggestive of malignant measles, no hemorrhages from 
nose, bowels or kidneys. The past history was negative save 
that she had had a former attack of measles, had also pertussis 
and varicella. 

The literature contains very few references to this form of 
measles. 

Ruhrah ( in Osler & McCrae) states that petechial eruptions 
occur in about 5 per cent. of cases, chiefly on the wrists and ankles. 

Feer of Ziirich says that quite mild cases of measles may 
show from the onset an eruption with one or many hemorrhagic 
spots. He had three cases in one family with general hemorrhagic 
eruption, and of mild type. 

Quite distinct from this purpuric form is the true hzemorr- 
hagic measles, ‘““Black Measles’’, which is fortunately quite rare 
but very fatal. In this form not only are there hemorrhages into 
the skin but also from the nose, bowels, kidneys, etc. The pat- 
ients show symptoms of marked toxemia, such as high fever, 
prostration, coma and convulsions, with usually a fatal termination. 





Read before the Montreal Medico-Chirurgical Society, June Ist, 1917. 
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Editorial 


THE NEED OF AN ARMY AND NAVY#MEDICAL 
MUSEUM IN CANADA AS A PART OF THE 
ARMY MEDICAL SERVICE 


N a small’ihandbook by Dr. Arthur Keith* giving the 
{history and{describing the salient points of the great War 
exhibit now going on at the Royal College of Surgeons, 
which is reviewed at length in the immediately succeeding 
Editorial, it is especially pointed out that the collection is 
essentially Imperial in its nature and that it contains ex- 
tensive material from the Canadian, Australian, and other 
forces, much of which will be ultimately transmitted to 
the university or hospital from which the unit collecting it 
has been drawn, and for which it is in many cases earmarked. | 
From this and other information, we have every reason to | 
believe that the specimens in the collections destined for ) 
Canada will reach us before many more months have elapsed. 
The importance to us here in Canada of such an Army | 
Medical collection, if properly preserved, studied, and dis- | 
played, can hardly be over-estimated, and constitutes an | 
opportunity the neglect of which would be a criminal waste. 
The question presents itself, what provision is to be made 
for the erection of an Army Medical Museum, one which 
may fitly accommodate and display the successful results 
of the British Medical History Committee’s generous efforts 
to secure instructive war specimens for all parts of the Em- 
pire? The Canadian Government is already assured, through 
the Special Canadian Mission, of a finer collection of war 
material, from the archeological and historical standpoint, 





*“*A Guide to the Army Medical Collection of War Specimens,’’ by Arthur Keith, | 
London. Republished with the Addresses delivered at the opening of the exhibit in 
the Brit. Med. Jour., October 20th, 1917. 
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than is so far possessed by any of the allied peoples. It is 
essential, in view of the collection already achieved by the 
Medical History Committee that an Army and Navy Medical 
Department of equal importance with the rest should be 
organized; and, like the British exhibit, this should include 
not merely pathological material, but also hospital equip- 
ment, clothing, protective mechanism, war diseases, body 
parasites, camp hygiene, stretchers, and other means of 
carrying the wounded. 

Such a collection, however, requires special medical 
knowledge for its organization. No better illustration of 
this fact can be given than the case of the great Army and 
Navy Medical Museum at Washington, which was organized 
through the Army Medical Service of the United States 
during the Civil War with such monumental success. We 
understand that the Special Canadian Mission already has 
the organization of an Army Medical Section under con- 
sideration. We submit, however, that the development of a 
Canadian Army Medical Collection should be undertaken, 
not as a section of the National War Museums, but, here as in 
Great Britain, as a part of the Army Medical Service, and 
by the direct advice and coéperation of experts drawn from 
the various medical museums in Canada. In this way, 
undoubtedly, adequate provision can best be made. No 
better machinery is to be found anywhere for the conserva- 
tion and display of museum specimens than that which exists 
in our great Canadian Universities. With the wealth of ma- 
terial secured to us by the Imperial Government, and act- 
ing under advice from these and allied sources and within 
the control of the Army Medical Service itself, it would be 
easy to construct here in Canada, within the immediate 
future, an Army and Navy Medical Museum that will well 
bear comparison with the great institution to the South of 
us, and that will be at once an aid to our medical officers 
of to-day and a benefit to those of posterity, and that will 
constitute a fitting monument to the self-sacrifice and ability 
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of the Canadian Army Medical Service, which has from the 
outset done so much to maintain the Canadian standard 
at the same high level which has always characterized the 
Royal Army Medical Corps. The opportunity is here, and 
the time for action is now. 


THE GREAT WAR EXHIBIT AT THE ROYAL 
COLLEGE OF SURGEONS 


PROBABLY no event in the evolution of the present War is 
of greater scientific value, or more productive of lasting 
benefit to this and later generations than the remarkable 
exhibition of War specimens at the Royal College of Sur- 
geons in London, which was thrown open to the public on 
October 11th last by Sir Alfred Keogh, Director-General 
of the Army Medical Forces. The following facts are 
gleaned from the small handbook to the exhibit, written 
by Dr. Keith Conservator of the Museum, to whose execu- 
tive genius the arrangement of the exhibition in its present 
form is largely due. | 
The collection on exhibition is a result of the activity 
of the Medical History Committee,* which was organized 
in November, 1914, and which from its inception has recog- 
nized as one of its first duties to collect examples of the wounds 
and diseases suffered by soldiers in the present war; to dissect 
and examine such specimens in order to fully understand 
their extent and nature so that the best means for their 
treatment might be adopted; and to preserve instructive 
examples so that they might be examined and studied not 
only by Army surgeons of to-day, but also by medical men 
for many generations to come. ‘‘Such specimens”, in Dr. 
*Apparently the first suggestion of a Medical History Committee with powers 
to collect specimens and data was contained in a letter from Lieut.-Colonel J. G. Adami 
to Sir William Osler, instancing the connexion between the Army Medical Museum 
of Washington and the United States Medical History of the Civil War, which was 


transmitted by the latter to Sir Morley Fletcher of the British Medical Research Com- 
mittee. 
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Keith’s words, “are original documents; they constitute 
an original and reliable source of knowledge for all time,” 
and supply the most valuable basis possible for present 
and future medical and surgical treatment of the diseases 
and injuries of war. 

In May, 1915, the Medical History Committee called 
the Council of the Royal College of Surgeons to its assistance 
and shortly thereafter memoranda were issued to all officers 
in charge of Military Hospitals 4nd Casualty Clearing Sta- 
tions requesting the collection of material illustrating the 
pathology, modes of healing and results of treatment of 
injuries in the present war, and giving directions for their 
preservation, attachment of records and despatch. In Janu- 
uary, 1916, the collections in France were placed under the 
special oversight of Lieutenant-Colonel Elliott, F.R.S., with 
highly satisfactory results, and in the spring of 1917 Lieuten- 
ant-Colonel Sir John Bland Sutton was appointed to or- 
ganize those from the military hospitals in England. 

The wealth of pathological and surgical material that 
has poured in from the Imperial forces at all points of the 
Allied Front in response to these efforts was at first merely 
housed and indexed at the Royal College of Surgeons, with a 
view to working it over by experts at the close of the War; 
but the feeling grew and was finally expressed by Sir Arthur 
Sloggett, Director-General of the British forces in France, 
that such collections possess an immediate educative value 
for the medical officers serving to-day, and should therefore 
be open to their observation and study now. Arrangements 
were accordingly made for their display, and three large halls 
of the Museum, which had been left empty early in the War 
by the transfer of their historical contents (preserved in 
combustible alcohol) to the basement to avoid danger from 
air raids, were given over for their accommodation. The 
whole energies of the museum staff, with the assist- 
ance of a number of willing collaborators, were turned 
upon the preparation of this material, which is shown inter- 
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spersed with photographs, sketches, paintings and casts 
of war conditions incapable of more direct preservation, 
and placed in instructive juxtaposition to groups of historical 
material derived from the Crimean, Franco-Prussian and 
other wars, and to local exhibits of therapeutic and other 
appliances from smaller military hospitals in England. 

The real nucleus and essential part of the exhibition 
is a series of extremely fine dissections made by Mr. S. G. 
Shattock, F.R.S., Pathological Curator, and Mr. Cecil Beadles. 
Each of these specimens represents an exact investigation 
made in such a way as to permit the visitor to gain at a 
glance results which have taken the investigators laborious 
pains to elucidate, and adds the value of a research into the 
course and treatment of wounds of the soft parts to the 
collection. The main characters of modern gunshot wounds 
can be studied also in great numbers of other specimens, 
those of the chest, lungs and pleura with their sequels being 
especially interesting. Other series of much interest show 
the lungs of men who suffered from the first poisonous gas 
sent over the British-Canadian troops at Ypres in 1915, 
in the various stages of both early and late effects; the dis- 
organization of the various organs by B. @rogenes capsulatus; 
the kidneys in trench nephritis, etc. 

A feature of extreme interest in the exhibit, which 
of course has been drawn from British, Australian, Canadian, 
New Zealand and other troops at various points of the Im- 
perial British Front, is the pooling of certain rare experiences 
in surgery which throw light upon each other, and which 
without such a central Army collection of pathological 
specimens could never have been brought together. In 
illustration may be cited three cases, coming from different 
Units, in which a piece of metal was found within the heart 
chambers, without any injury of the heart wall, with a fourth 
in which the bullet was removed from the lumen of the in- 
ferior vena cava on its way to being swept on into the heart, 
the last specimen thus giving the clue to the path taken by 
the metal in the other three cases. 
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It is clearly understood that this is but an interim 
exhibit, and in spite of its large size and imposing character 
it is seen at a glance to be incomplete. New accessions are 
constantly coming in, and new dissections made, and large 
blanks or spaces invite further contributions. But enough 
is shown to demonstrate to the most uninitiated the im- 
mense value of such a carefully studied objective present- 
ment of facts. And the whole is a monument to the enthusi- 
asm, skill and devotion of Dr. Keith and Mr. Shattock and 
their colleagues in the Museum, and their collaborators in 
the field. When this great Imperial Exhibit that has been 
so well inaugurated, is carried to its ultimate completion, 
we may expect to see a British Army Medical Collection 
unsurpassed anywhere in quantity of material, and in skill of 
dissection, good preservation and adequate description 
comparing with the other great museums of England, which 
is the acknowledged home of objective medical museum 
teaching and work. The benefit to the Army Surgeon of 
to-morrow as well as of to-day, and the soldier who is in his 
care, will be beyond computation. 


APPOINTMENT OF A.D.M.S. INVALIDS 


T HE following is the text of the official announcement made 

on November 30th, last, in reference to the arrange- 
ments for the care of invalid members of the Expeditionary 
Force: 

“The Military Hospitals Commission, which has been 
charged with very full powers in connexion with returned 
soldiers, has found itself confronted with many serious 
problems. The number of men in its institutions has about 
quadrupled within the year, being at present about 11,000, 
with a probableincrease beforethe new year to fifteen thousand. 
The heavy fighting which has recently taken place will un- 
fortunately greatly increase this number. 
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“The Commission has been able fairly to keep abreast 
and somewhat in advance of the requirements of the invalids, 
in providing accommodation and equipment. Its greatest 
problem has been to arrange adequate medical and surgical 
treatment for these invalids. 

“This has arisen from the following causes: The fact 
that so large a proportion of the medical men of the country 
have placed their services freely at the disposal of the military 
authorities; again the urgent demand for medical men at 
and near the front; again the fact that the treatment of 
those wounded or invalided in warfare has made enormous 
strides through experience gained since the beginning of this 
war. Consequently the best treatment of the invalids who 
return to Canada, requires that the treatment should, at 
least in part, be given by men who have had overseas ex- 
perience. 

“To meet the situation it has been arranged between the 
Department of Militia and Defence and the Military Hos- 
pitals Commission as follows: 

“That the medical services in the institutions of the 
commission shall be performed by the Army Medical Corps 
of the Department of Militia and Defence. Lieutenant- 
Colonel Alfred Thompson, medical superintendent of the 
commission, will receive a staff appointment as Assistant- 
Director of Medical Services Invalids. He will, under the 
Director-General of Medical Services, carry on this work 
with a staff selected from the Army Medical Corps. The 
Militia Department will make arrangements by which the 
present medical staff can be retained. The office of Lieu- 
tenant-Colonel Thompson, A.D.M.S. Invalids, will continue 
to be at the headquarters of the Military Hospitals Commis- 
sion. There will thus be linked together, in caring for those 
invalids, the Military Hospitals Commission and the Army 
Medical Service Corps.” | 
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WE publish for the benefit of those who take an interest 
in the welfare of the Victorian Order of Nurses, the following 
resolution passed by the Executive Council of that body 
at their meeting in Ottawa on October 4th, 1917: “That 
the Executive Council of the Victorian Order of Nurses de- 
clares that it is not their intention to take any steps which 
would tend to the lowering of the standard of the nurses em- 
ployed by the Order, but that it is the supreme desire of the 
members of the Executive Council to aim at a still higher 
standard of efficiency if possible, by every means available.” 

A copy of this resolution has been sent to all local as- 
sociations, district committees and nurses engaged in the 
work of the Order. 


AN interesting address was given under the auspices of 
the Canadian Club by Dr. Howard Kelly, of Baltimore, on 
the occasion of his recent visit to Guelph as a guest of the 
medical society. Dr. Kelly considered the downfall of 
Germany inevitable as a result of the lack of morality and 
the domination of science which, intended to be a servant, 
had been raised to the place of authority. Discussing the 
reasons why the various nations had been drawn into the war, 
the speaker sounded a note of warning to the people of 
Canada and the United States who were, as he expressed it, 
in the “melting pot’. Civilization did not mean mere 
material progress; the only thing that really mattered was 
the moral condition of the people. In the afternoon, a 
surgical clinic was held at the General Hospital and was 
attended by about seventy-five physicians, who evinced 
the greatest interest in the operations performed by Dr. 
Kelly. Later on, at a dinner given in his honour by the 
medical men of Guelph, Dr. Kelly gave an informal address 
on the use of radium in the treatment of disease. 


A NEw journal of neurology and psychiatry—Schweizer 
Archiv fiir Neurologie und Psychiatrie. Archives Sursses de 
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neurologie et de psychiatrie. Archivio Svizzers di Neurologia e 
Psichiatria—has recently appeared under the direction of 
C. Von Monakow, professor of neurology in the University 
of Ziirich, Switzerland. As its name indicates, it is published 
in three languages—German, French and Italian. 


LicENSE has been granted by the Federal Trade Com- 
mission of the United States to the Abbott Laboratories of 
Chicago, to manufacture and sell C. C. diethylbarbituric 
acid, which hitherto has been manufactured by a German 
firm and sold under the name of Veronal. In future this 
drug will be known as “Barbital’”’ and this name, together 
with its scientific name C. C. diethylbarbituric acid, will be 
printed on each package sold; the word veronal may be em- 
ployed’in an explanatory sense. The Abbott Company is 
required to pay five per cent. of its gross profits on the sale 
of the drug to the alien firm of E. Merck of Darmstadt, 
and the right to fix the price and to be the judge of the quality 
of the drug produced is reserved by the Federal Trade Com- 
mission. 

Licenses have been granted also to the Rector Chemical 
Company and the Farbewerke Hoechst Company, both of 
New York, to manufacture and sell the drug formerly known 
as novocain, and in future to be called “Pro-caine”’, which 
name must appear on all packages containing this drug. The 
same conditions as to percentage to be paid to alien property 
custodian and price of drug are laid down as in the case of 
the Abbott Laboratories. 


- Tue Metropolitan Life Insurance Company invites 
physicians, public health and social workers to make use of 
its collection of mortality statistics, which present the prin- 
cipal causes of death among white and coloured wage-earners 
in the United States and Canada. The material covers over 
ten million individuals for each of the six years, 1911 to 1916. 
Death rates are available for each race, by sex and by age 
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period. The Company hopes in this way to aid in the study 
of disease and disability among wage-earners, and desires 
to stimulate medical investigation and research. By offering 
these statistics to the medical profession and to public health 
and social workers, the Company expresses also its apprecia- 
tion of the codéperation which it has received from physicians 
and others who have replied to inquiries and have given 
detailed information in thousands of cases. This assistance 
has helped to make the statistics more accurate and valuable. 
All inquiries should be addressed to Statistical Bureau, 
Metropolitan Life Insurance Company, One Madison Avenue, 


New York. 


The DWalifar Disaster 


POSSIBLY no group of men was so profoundly affected by 

the terrible disaster which overwhelmed the city of Hali- 
fax on the morning of December 6th, as the physicians and 
surgeons. Within a few minutes of the explosion the woun- 
ded were being brought to the doctors’ offices; and soon vast 
crowds of persons, not all of whom were injured, made efficient 
first aid exceedingly difficult. 

Some doctors were continuously at work for upwards 
of thirty-six hours. As might well be expected, the work at 
the various hospitals was suddenly increased to an enor- 
mous extent. Motor cars were bringing in the wounded by 
the hundreds every hour. The number of scalp and eye 
wounds was very large; compound fractures and depressed 
cranial fractures were also very numerous. Some persons 
had as many as eighteen to twenty distinct wounds, not all 
from broken glass, for many severe injuries were caused 
by falling wreckage. A great many serious burns had to 
be treated at once. Numbers of persons pinned below the 
debris perished by fires which broke out in the ruined houses. 

The medical officers in charge of hospitals report that 
many wounds became septic, but that wounds about the 
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eyes soon cleared up, even although at first they seemed 
very hopeless. There was only one case of incipient tetanus, 
and this was prevented from developing by free injections of 
anti-tetanic serum. Three cases of gas gangrene were met 
with. 

Reliable figures are not yet available to represent the 
number of persons killed outright, dying of injuries, per- 
manently injured, and with partial and complete loss of 
sight. Such data are being collected by Major Moore, 
C.A.M.C., of the Medical Relief Committee. 

Professor Fraser Harris has been appointed historian 
of the medical aspect of the disaster, and has been assigned 
an office in the McCurdy Building, Hollis Street. He will 
make use of these and other data in compiling the complete 
account of the calamity on its medical side. 

The visiting American surgeons give high praise to the 
nurses of the C.A.M.C., to the V.A.D. nurses, and to those 
ladies possessing the certificate of the St. John’s Ambulance 
Association. 

The doctors of dental surgery worked as hard as their 
medical brethren, and the students of dentistry were not a 
whit less active than the students of medicine: both acted 
as stretcher bearers and gave excellent first aid. 

The response of the United States to the cry of distress 
from Halifax was prompt and _ exceedingly efficient. The 
following units arrived in quick succession: 

1. The Massachusetts State Guard from Boston, with 
a personnel of thirty-two, commanded by Major Harold J. 
Gidding; these were assigned to the building known as 
Bellevue, once the residence of the General commanding the 
Halifax Garrison. 

2. Dr. E. A. Codman’s private hospital staff from 
Boston. This comprised fourteen persons and was sent to 
the Y.M.C.A. building which had been rapidly transformed 
into a hospital. | 

3. The American Red Cross Unit from Providence, 
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Rhode Island, made up of one hundred and seven persons 
commanded by Major G. de N. Hough. This unit worked 
at first in the Halifax Infirmary and later at Bellevue. 

4. The American Red Cross Unit (Boston) No. 5, 
consisting of one hundred and five persons in charge of Dr. 
W. E. Ladd and of Mr. Samuel L. N. Wolcott (A.R.C.). 
They went to St. Mary’s College, a Roman Catholic insti- 
tution hurriedly transferred into an emergency hospital. 

5. The State of Maine medical unit consisting of 
twenty-four persons commanded by Major Gilbert M. 
Elliott. They went to the Halifax Ladies’ College which 
had also been given over as a hospital. 

6. The Calais Chapter of the A.R.C. from Calais with 
twelve of a personnel under command’ of Dr. William Miner 
and the Rev. R. A. Macdonald. This unit worked chiefly 
at relief dressing stations No. 1 and No. 2. 

It is absolutely impossible in a short account to do justice 
to all the individuals and institutions to whom credit is due. 

The excellent work on injured eyes done by Dr. Cox, of 
New Glasgow, has received high praise from his confréres 
in Halifax. 

Captain Goodman of the United States Army left New 
York at 4 p.m., December 6th, and travelled on a special 
train which had four baggage cars full of supplies alone. 
His was administration work and the codrdinating of the 
activities of the American and the Canadian Red Cross. 

On all hands it is admitted that confusion in matters 
medical was reduced to a minimum by the clear-headed 
manner in which the situation was handled by Lieutenant 
Colonel McKelvey Bell, A.D.M.S., of the sixth military 
district. Within a few days of the disaster Colonel Bell 
had appointed a committee of administration, instituted 
daily reports from hospitals, ordered daily personal inspection 
of all hospitals and dressing stations, arranged that an officer 
take over the charge of statistics obtainable from hospital 
reports, and finally, that another officer be responsible for 
transportation. In this way through a central bureau, what 
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would otherwise have been conflicting activities were codér- 
dinated and mutually strengthened for the public good. 
Lieutenant Colonel Paul Weatherbee, and Captain W. 
H. Hattie, gave a great deal of time on this, the Medical Relief 
Committee. 

Dalhousie University suffered very greatly in the terrible 
disaster. The classes which met at nine o'clock had just assem- 
bled when, without a moment’s warning and in a terrific roar, 
every window of the medical building was blown in. Bad 
as the condition of class rooms was, it was nothing to that of 
the laboratories. In several rooms the ceilings fell in as well 
as the windows, and the scene of destruction almost baffled 
description. The laboratories of physiological chemistry, 
histology and biology have suffered very severely; but efforts 
are being made to resume teaching in all the medical classes— 
systematic and practical—on January 3rd, when the Christmas 
holidays close. 


Che Association 


THE MEDICAL WEEK IN HAMILTON 


pare ae are steadily going on for the coming combined 
meeting in Hamilton in the latter part of May and the early 
part of June next. It is, of course, impossible to announce de- 
finitely who will be the principal speakers, but if the plans of the 
various committees are carried out our readers may be prepared 
to hear the names of some of the foremost members of the profession 
from both sides of the water. 

We regret to state that Dr. James McKenty, of Winnipeg, 
President-elect for the meeting which was to have been held in that 
city, has informed us that he will be unable to preside at the 
Hamilton meeting. It will therefore be necessary for the Executive 
Council to name some one to act in his place. 

The subject of the Symposium for which the Association has 
become responsible, and which will be held on Friday, June Ist, 
is “Intracranial pressure in its medical, surgical, and patho- 
logical aspects’. Prominent members of the profession both in 
Canada and the United States have been asked to take leading 
parts. 
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WMiscellany 


Book Reviews 


IMPOTENCY, STERILITY, AND ARTIFICIAL IMPREGNATION. By FRANK 
P. Davis, Ph.B., M.D. Publishers: C. V. Mosby Com- 
pany, St. Louis, 1917. Price $1.25. 


Here we have a small volume on a subject that has received 
much attention at the hands of many writers. The present author 
has gone over the ground again, and has brought all available in- 
_ formation up to date; and has produced a book that is entitled 
to careful study. He goes fully into the causes of the sexual 
desire, and the ways in which it may be lost. The book also 
contains much information on the subject of treatment. The 
volume will prove very interesting and useful to all who study its 
pages. 


THE PracticAL MEpicinE Series; Comprising Ten Volumes on 
the Year’s Progress in Medicine and Surgery. Under the 
editorial charge of Charles L. Mix, A.M., M.D., professor 
of physical diagnosis in the Northwestern University Medical 
School. Vol. II, GenrRaL Surcrery. Edited by ALBERT 
J. Ocusner, M.D., F.R.M.S., LL.D., F.A.C.S., surgeon-in- 
chief Augustana and St. Mary of Nazareth Hospitals. 
Series 1917. Chicago: The Year Book Publishers, 608 S. 
Dearborn Street. Price $2.00. 


It is a pleasure to review this book, because it is written in 
a pleasing style and the information contained in it is of a trust- 
worthy character. The author is well known to the surgical 
section of the medical profession, and this book will be especially 
appreciated by them. This volume deals with general surgery 
and does so in a thoroughly painstaking manner. The author 
is to be congratulated on having given the profession the benefit 
of his large experience and wide reading in so attractive a form. 


Cancer: Its CausE AND TREATMENT. By L. Duncan BULELEY, 
A.M., M.D., senior physician to the New York Skin and 
Cancer Hospital, etc. Volume II. New York: Paul B. 
Hoeber, 1917. Price, $1.50. 


The first volume on cancer by Dr. Bulkley was published 
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some time ago, and his views, as therein set forth, are now known 
to the medical profession. In this volume he continues his dis- 
cussion of the etiology of cancer, and contends that the con- 
sumption of meats in the dietary has much to do with the causation. 
On the matter of treatment he urges a vegetarian diet and the use 
of alkalies and tonics. The book is well worth a careful study. 


DISEASES OF CHILDREN. A MANUAL FOR STUDENTS AND PRac- 
TITIONERS. By GrorGe M. Tutte, M.D., clinical pro- 
fessor of pediatrics, Washington University Medical School, 
etc., and PHeLps G. Hurrorp, M.D., pediatrician, St. Louis 
Lutheran Hospital, etc. Third Edition; thoroughly re- 
vised and enlarged. Illustrated with 47 engravings and 
3 plates. Lea & Febiger, Philadelphia and New York, 
1917. Price $3.50. 


This is a well known and excellent book on the diseases of 
children. All the diseases of childhood are concerned, and the 
account given of them is reliable and readable. The information 
is brought well up to date, and the illustrations are good. We 
can very confidently recommend this work to our readers. 


INTERNATIONAL Cuinics. A quarterly of illustrated clinical lectures 
and especially prepared original articles on treatment, 
medicine, surgery, neurology, pediatrics, obstetrics, gynz- 
cology, orthopedics, etc, etc. Edited by H. R. M. Lanpis, 
M.D., Philadelphia, and Cuas. H. Mayo, M.D., Rochester, 
Minn. Vol. II. 23rd Series, 1917. Price, per year $9.00. 


Internal Clinics are so well known that they require few words 
of commendation. This volume is up to the high standard of 
this long series to which it belongs. It contains articles on treat- 
ment, medicine, dermatology, gynecology, ophthalmology, surgery, 
history, and a number of general topics. The series has. proven 
its usefulness, and has come to stay. 


MipwWIiFERY. By Tren Teracuers. Under the direction of 
Comyns Berxetrey, M.A., M.D., M.C., F.R.C.P., obstetric 
and gynecological’ surgeon to the Middlesex Hospital. 
710 pages with illustrations. Price 18/- net. Publishers, 
Edward Arnold, 41 Maddox Street, London W., 1917. 


In the preface of this book on Midwifery it is stated frankly 
that it has been written for students preparing for their final ex- 
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amination, that the writers are all teachers in London medical 
schools, and that most of them have had experience as examiners; 
therefore it is hoped “that if the volume contains the collective 
wisdom and experience of all the schools it represents, it will prove 
that there is a place for this new movement in the production of 
students’ text-books’”’; that in preparing the material for publica- 
tion a “director” and three editors have ‘endeavoured to over- 
come to some degree the disadvantages of collective authorship” ; 
and that the whole corps of writers has acted in an editorial 
and revisional capacity on every chapter of the book, both text 
and illustrations. 

This work on obstetrics is therefore of special interest on 
account of the eminence of the writers and of their endeavour to 
produce a text-book on the subject specially for the under- 
graduate. 

While the arrangement followed in the consideration of the 
various subjects is quite conventional, the whole tone of the book 
is incredibly insular, the English methods only being described. The 
metric system of measurements is ignored, delivery in the left 
lateral position is directed both in normal labour and in 
forceps cases, and the Tarnier axis-traction forceps is not even 
mentioned. 

In the chapter on the management of labour it is remarkable 
that in a work specially prepared for students, no mention is made 
either of an aseptic or anti-septic technique, though it is directed 
that the patient in labour is to have a warm bath, “after which 
the external genitals and the surrounding skin -are thoroughly 
cleansed”. The only mention of the importance of an aseptic 
technique in the management of normal labour occurs in the chapter 
on puerperal sepsis. 

It is difficult to understand why over nine pages should be 
devoted to pyelo-nephritis, while an important subject like 
eclampsia is covered in fourteen pages. 

In discussing the treatment of puerperal sepsis it is recom- 
mended that ‘in all cases of suspected puerperal sepsis a bac- 
teriological examination of the lochial discharge should be made’; 
that two swabs should be obtained, one from the interior of the 
uterus, and the other from the vagina, and that from these, in- 
termediate smear preparations should be made as well as cultures. 
It is also stated that digital exploration of the uterine cavity is 
“indicated in all cases in which there is reasonable suspicion, owing 
to the large size and tenderness of the uterus and abnormal amount 
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and offensivenesss of the lochia, that placenta, membrane, or blood 
clot have been retained”. It is recognized that this procedure is 
useless and often dangerous, especially when signs of consecutive 
lesions or general sepsis are already present. Whether such teach- 
ing is wise is open to question, and in the reviewer’s opinion it is 
actually dangerous. 

While these and other faults may be found with the book it 
has not a few good qualities. The subjects are on the whole well 
written, the style being unusually simple and clear. The illus- 
trations are not as satisfactory as they might be, tending too much 
toward the diagrammatic. It is on the whole open to doubt 
whether this “new movement in the production ef students’ text- 
books”’ has been successful, at least in this instance. 


ASTHMA: PRESENTING AN EXPOSITION OF THE NONPASSIVE 
EXPIRATION THEory. By O. H. Brown, A.B., M.D, 
Pu.D., formerly assistant professor of medicine, St. Louis 
University. 322 pages with thirty-six engravings. Price 
$4.00. Publishers: C. V. Mosby Company, St. Louis, 1917. 


In this volume Dr. Brown has produced a book of special 
interest and value to the medical profession. To quote the 


author “Asthma, ‘dramatic in symptoms’, ‘elusive in pathology’, 
‘cloaked in mystery’ has been the theme of much careful research 
and the subject of countless discussions.” 

His work is, he admits, argumentative, supporting his “‘non- 
passive expiration’ theory, but in fairness, an exhaustive study 
of the historical data and theories of asthma, with an analysis of 
the same, is included. 

Chapters on the special anatomical features and physiology 
of the organs of respiration are inserted. A clear and concise ex- 
planation of the author’s “‘non-passive expiration” theory is fol- 
lowed by a discussioa of the popular muscle spasm theory. 

Dr. Brown presents the results of an exhaustive and careful 
investigation of the causes of asthma and discusses the importance 
of the reflexes from the nose and upper air passages. 

The history, pathology, physical signs and diagnosis, with the 
presentation of clinical cases, precede the chapters devoted to the 
treatment of asthma. 

The book, of undoubted scientific interest, has entailed an 
immense amount of painstaking research. A glance at the bib- 
liography suggests to the reader the thoroughness with which Dr. 
Brown pursued his investigations. 
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The final chapter ‘‘Problems bearing on Asthma,’’ is brimful 
of suggestions to students and investigators of this distressing 
ailment. 


Eyr, Ear, Nose anp Turoat. A Manual for Students and Prae- 
titioners. By Howarp CHARLES BALLENGER, M.D., pro- 
fessor of oto-laryngology in the Chicago Eye, Ear, Nose and 
Throat College, and A. G. Wrirpern, M.D., attending 
occulist and aurist to St. Elizabeth’s Hospital, Chicago. 
New second edition, thoroughly revised. 503 pages, illus- 
trated with 180 engravings. Publishers: Lea & Febiger, 
Philadelphia and New York, 1917. 


This second edition of the work of Dr. Ballenger and Dr. 
Wippern on the Eye, Ear, Nose and Throat has been thoroughly 
revised by them and as a ready reference book would be of value 
in the library of student or practitioner. 


Tue INTERNAL SECRETIONS: THEIR PHYSIOLOGY AND APPLICATION 
To PatHotocy. By E. Gury, M.D., member of the Aca- 
demy of Medicine of Paris. Translated from the French 
and edited by Mauricr Fisuspere, M.D., clinical professor 
of Medicine, New York University and Bellevue Hospital 
Medical College. 231 pages. Price $2.00. Publishers: 
Paul B. Hoeber, New York, 1917. 


In this book of a few more than two hundred small pages, 
Professor Gley, after tracing the history of the development of 
the present conception of internal secretion, summarizes what is 
known as well as what is not known of both the physiological and 
pathological actions of the endocime glands. He shows some mis- 
takes in methods and conclusions that have been made in the 
study of and therapeutic use of these glands and suggests fields of 
research and proper methods of investigation necessary to make 
their products useful in treatment of disease. 


HaNnpDBOOK oF ANATOMY. By James K. Youne, M.D., F.A.CS., 
Professor of orthopaedic surgery, Philadephia Polyclinic. 
Fifth edition, revised and enlarged. 422 pages with 154 
engravings. Price $2.00 net. Publishers: F. A. Davis 
Company, 1914 Cherry Street, Philadelphia, 1917. 


It is somewhat startling to find a treatise on anatomy com- 
pressed into a compact volume of 422 moderate sized pages. The 
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author is to be congratulated on being thus able to epitomize such 
an extensive subject. All the descriptions are brief and to the point 
so that the book ought to commend itself specially to the busy 
general practitioner who wishes to refresh his memory quickly on 
any given point. The illustrations are on the whole satisfactory 
for a book of this size. The bone illustrations have evidently been 
for the most part reproduced from Gray’s “Anatomy”. The de- 
scriptive lettering on these is in many cases too small to be 
easily read, in Fig. 47 for example. Figs. 82 and 85 would have 
had their value much enhanced by the addition of an outline 
of the bones and also of the limbs in order to give the reader 
a better idea of the level at which the various arterial branches 
come off. The diagrams of the cranial nerves and spinal nerve plex- 
uses are in most cases too complicated, while the explanatory 
lettering is again too minute for convenient study. It is well 
to note that the author lays some stress on the importance of the 
lymphatic system. He treats the important lymphatic drainage 
areas of the mamma with scant courtesy, however. The addition 
of a special chapter on Dental Anatomy will, we feel sure, enhance 
the value of the book considerably. It forms good reading. There 
are a few minor errors. The nerve supplies of four of the palatal 
muscles are wrongly given while two nerve supplies on page 137 
and one on page 159 are likewise inaccurate. Schéfer’s name has 
been misspelt on page 6. On page 94 pollicis should be hallucis. 
The book is evidently still in need of reéditing, and the author 
would do well to note this fact in the preparation of a new edition. 


OBSTETRICS, NORMAL AND OPERATIVE. By Gerorce Peasie E. 
SHears, B.S., M.D., professor of obstetrics and attending 
obstetrician at the New York Polyclinic Medical School 
and Hospital; and E. E. SuHears, M.D., Second revised 
edition. 734 pages with 419 illustrations. Price $6.00. 
Publishers: J. B. Lippincott Company, Philadelphia, London, 
and Montreal, 1917. 


This is preéminently a book of diagrams, many excellent 
and full of instruction. Not that there is not also good writing in 
it; but the diagrams and figures are so numerous and clear that the 
subject could almost be learned from them alone. It is a volume 
full of practical matter. Particularly good are the chapters on 
the use of the forceps and on version; but it is not fair to single out 
any part as less thoroughly treated than any other. It is a mine 
of wealth obstetrically. 
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INTERNATIONAL C.uinics. A Quarterly of Illustrated Clinical 
Lectures and Especially Prepared Original Articles. Ed- 
ited by H. R. M. Lanpis, M.D., Philadelphia, with the 
collaboration of Cuas. H. Mayo, M-D., and others. Volume 
III. Twenty-Seventh series, 1917. Publishers: J. B. 
Lippincott Company, Philadelphia, London and Montreal. 


This volume has amongst other papers the following: A study 
of arterial blood-pressures; Cirrhosis and cancer of the liver; Tetanus 
in the war of 1914; Neurasthenia before and after the war; Constitu- 
tional psychopathy; Reconstructive surgery of the extremities; 
Shoulder joint fractures; Nerve injuries and Hermaphrodism. 
There are numerous plates and charts. 


DISEASES OF THE SKIN. By RicHarp L- Surron, M.D., pro- 
fessor of diseases of the skin, University of Kansas School 
of Medicine. 987 pages with 833 illustrations. Second 
edition, revised and enlarged.’ Price $6.50. Publishers: 
C. V. Mosby Company, Metropolitan Building, St. Louis, 
1917. 


One of the most systematic treatises on skin diseases which it 


has been our good fortune to consult. No matter how rare the 
condition, it is illustrated. Indeed it combines the advantages 
of an atlas of skin diseases with a most illuminating text. The 
prescriptions and other therapeutic measures are carefully given. 
There is what is not found in all works on skin diseases an excellent 
introduction consisting of the normal histology of the skin. The 
micro-photographs are unusually clear. 


MANUAL OF THE DISEASES OF THE Eye. For Students and General 
Practitioners. By CHartes H. May, M.D., director and 
visiting surgeon, Eye Service, Bellevue Hospital, New 
York. Ninth edition, revised, with 377 original illus- 
trations. Price $2.50 net. Publishers: Wm. Wood & 
Company, 51, Fifth Avenue, New York, 1917. 


In some respects this book is deserving of the highest praise; 
its illustrations are perfect and the practical directions for ocular 
therapeutics very valuable. The purely physiological considerations 
receive scant treatment. ‘The various theories of colour vision are 
inadequately dealt with. Dr. Eldridge-Green’s theory should 
have had greater prominence given it. Some of the diagrams are 
admirable and not to be found in other books on the eye. 
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ELECTRO-THERAPEUTICS FOR Miuitary Hospirats. By WILFRID 
Garton, M.R.C.S., L.R.C.P., Temporary Captain R.A.M.C. 
Price 2/- net. Publishers: H. K. Lewis & Company, 136 
Gower Street, London, W.C., 1917. 


An eminently practical hand-book of directions on how to use 
electricity for therapeutic purposes and when to expect and when 
not to expect improvement or cure. It is non-technical, straight 
forward and evidently based on the author’s military experience. 
At least one diagram giving the exact position of the electrodes 
used, say, in a joint case, would have been helpful. Those thinking 
of using electricity in civil practice will find in this book an honest 
account of the subject. 


MEDICAL AND SURGICAL REPORTS OF THE EpiscopaL HOspiTAL. 
Volume IV. Philadelphia, Press of Wm. J. Dorman, 1916. 


This volume contains some papers of rare interest, while all 
the articles are valuable. Some very uncommon conditions are 
described, for instance a case of fish bone lodged in the liver, a foreign 
body removed from the vitreous, congenital stenosis of the pul- 
monary artery. Evidently some admirable surgical and research 


work is done at the Episcopal Hospital. There is a sketch of the 
history of the institution. 


Books Received 


THE following books have been received and the courtesy of the 
publishers in sending them is duly acknowledged. Reviews will be 
made from time to time of books selected from those which have 
been received. 


DISEASES OF THE SKIN. By RicHarp L. Surron, M.D., professor 
of diseases of the skin, University of Kansas School of 
Medicine. 987 pages with 833 illustrations. Second edition 
revised and enlarged. Price $6.50. Publishers: C. V. 
Mosby Company, Metropolitan Building, St. Louis, 1917. 


Mipwirery. By Ten Teacuers. Under the direction of Comyns 
BerKELEY, M.A., M.D., M.C., F.R.C.P., obstetric and 
gynecological surgeon to the Middlesex Hospital. 710 
pages with illustrations. Price 18s. net. Publishers: 
Edward Arnold, 41 Maddox Street, London, W., 1917. 
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THE PRESCRIPTION: THERAPEUTICALLY, PHARMACEUTICALLY, 
GRAMMATICALLY and HisToRICALLY CONSIDERED. By Orro 
A. Watt, Ph.G., M.D., professor of materia medica 
pharmacognosy and botany in the St. Louis College of 
Pharmacy. Fourth and revised edition. 268 pages. Price 
$2.50. Publishers: C. V. Mosby Company, St. Louis, 1917. 


POLIOMYELITIS IN ALL ITs AspEcTS. By JoHN RuHRan, M.D., 

professor of peediatrics in the University of Maryland Medical 
School, and Epwin E. Mayer, M.D., first lieutenant in 
the medical officers’ reserve corps, United States Army. 
276 pages, illustrated. Price $3.25. Publishers: Lea & 
Febiger, Philadelphia and New York, 1917. 


- CoLLEcTED Papers ON ANALYTICAL PsycHoLogy. By C. G. 
Youne, M.D., LL.D., formerly of the University of Ziirich. 
Authorized translation edited by Dr. Constance E. Lona, 
Medical Officer, Education Board. Second edition. 474 
pages. Price 15/-net. Publishers: Bailliére, Tindall & Cox, 

8 Henrietta Street, Covent Garden, London, 1917. 





PRACTICAL GUIDE TO DISEASES OF THE THROAT, NOSE AND Ear. 
For senior students and junior practitioners. By WILLIAM 
LaMB, M.D., C.M., M.R.C.B., honorary surgeon, Birm- 
ingham Ear and Throat Hospital. Fourth edition. 346 
pages. Price8/6net, Publishers: Bailliére, Tindall & Cox, 

8 Henrietta Street, Covent Garden, London, 1917. 











INSANITY IN Every Day Practice. By E. G. Youncer, M.D., 
M.R.C.P., D.P.H., senior physician, Finsbury Dispensary. 
Fourth edition, 130 pages. Price 5/-net. Publishers: 
Bailliére, Tindall & Cox, 8 Henrietta Street, Covent Garden, 

London, 1917. 






THe Funpus Ocuut or Brrpos ESPECIALLY AS VIEWED BY THE 
OpHTHALMOSCOPE. A Study in Comparative Anatomy and 
Physiology. By Cassy Atsert Woop. Illustrated by 

145 drawings in the text. Price $15.00. The Lakeside 

Press, Chicago, 1917. 
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Tue Practica Mepicine Series. Comprising ten volumes on 
the Year’s Progress in Medicine and Surgery. Under the 
general editorial charge of CHartes L. Mix, A.M., M.D., 
professor of physical diagnosis in the Northwestern Univer- 
sity Medical School. Volume IV., GENERAL MEDICINE. 
Edited by Frank Briuuines, M.S., M.D., Head of the 
Medical Department and Dean of the Faculty of Rush 
Medical College, Chicago. Series 1917. Price $1.50. 
The Year Book Publishers, 608 South Dearborn Street, 
Chicago. 


Hbstracts of Medical Literature 


WHat THE AMERICAN SOLDIER Now FIGHTING IN FRANCE SHOULD 
Know Asout Tusercuosis. By 8. ApotpHys Kwnopr, 
New York. New York Medical Record. November 3rd, 
1917. 


Dr. Knopf’s article certainly has a high educational value 
and should be one of the required studies in the soldier’s course 
in personal hygiene. He deals with direct and indirect cases, 
symptoms, methods of transmission, and precaution and cure of 
tuberculosis. In answer to his question, “What can the soldier 
in the field do to prevent becoming predisposed to tuberculosis?”’ 
he says, ‘Since one of the greatest predisposing causes to tuber- 
culosis is alcohol, it is, of course, best for the soldier to abstain 
from the use of liquor and strong alcoholic drugs entirely. If our 
soldiers can grasp this one fact alone, it will place in their own hands 
the preventive measures for the foremost predisposing cause. 
Other points of importance are regular eating, cleanliness of body, 
rest when possible in order to avoid fatigue, regulation of bowels, 
drinking of pure water, and cleansing of teeth. Directions re- 
garding wet clothing, and deep breathing exercises are also given. 
Dr. Knopf’s article should be thoroughly mastered by the soldiers 
of all nations; it constitutes a valuable weapon of war. 
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Obituary 
SURGEON ERNEST ZAVITZ STIRRETT, R.C.N. 


Dr. StTIRRETT, who died on June 22nd, was born at Port 
Huron, in the year 1889 and while still very young went with 
his parents to live in Toronto. He was educated in the public 
and high schools there and is remembered as a boy of especially 
kind and gentle disposition. Choosing medicine as a profession, 
he entered the University of Toronto, where he graduated in 1915. 
Being in his final year when the war broke out, he was among the 
first of the students to offer their services to their country. 
During the winter of 1914 Dr. Stirrett was given a commission 
in the Army Medical Corps and while awaiting further orders 
was busy with hospital work in the Homewood Sanitarium at 
Guelph. Within a short time he was appointed ship’s doctor 
on one of the Allan steamers and this was soon followed by 
government work on transports and a still further advancement 
when he was appointed surgeon to the Patrol Fleet of the Royal 
Canadian Navy, with headquarters on board the Niobe at Halifax. 
His term of service, however, was destined not to be long; for some 
time he had felt his health giving way under the strain of constant 
duty, but true to his nature and his ideals of service he would not 
give up until actually compelled to do so and until another officer 
had been found to take his place. When at last relieved, Dr. Stirrett 
hastened to his home in Toronto but lived only a few weeks, when, 
to quote from a letter written by President Falconer to his parents, 
‘fas we believe the young officer was promoted to higher service.”’ 
Dr. Stirrett was buried with full naval and military honours, 
the arrangements being in charge of Commander Newcombe of the 
Niobe, Captain Ogden, C.A.M.C., and other members of the 
Alpha-Kappa Kappa Society, of which Dr. Stirrett was a member. 


CAPTAIN R. A. IRELAND, C.A.M.C. 


CapTaIn RIcHARD ALFRED IRELAND, C.A.M.C., who lost his 
life in France while attending to the wounded, was born in 1889 
in Trenton, Ontario, and there received his early education. At 
the age of twenty-one, in the spring of 1911, he graduated in medi- 
cine from the University of Toronto and went into partnership 
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with a doctor in St. John’s, Newfoundland. A year later he re- 
turned to Toronto to take the examinations of the Medical Council 
of Canada. He then joined the staff of the Homewood Sanitarium 
at Guelph, and upon the outbreak of war offered his services. As 
he was unable to go overseas at once, he accepted an appointment 
as house surgeon at the Toronto General Hospital and a few months 
later, in July, 1915, was called to the colours. Captain Ireland 
joined the 76th Battalion and the following spring went overseas, 
where he was transferred to the 5th Canadian Mounted Rifles. 
Shortly afterwards he accompanied his battalion to France and 
went through the battles of the Somme and Vimy Ridge. Captain 
Treland’s death, at the early age of twenty-seven, is much regretted. 
He was a man of high character and sterling worth, and of a 
frank and genial disposition. 


CAPTAIN W. L. MacLEAN, C.A.M.C. 


CapTaIn WALTER LEONARD MacLean, C.A.M.C., who died 
in France last November from wounds received, was born in 1885 
and was the son of the Rev. John and Mrs. MacLean formerly 
of Glace Bay and now living in the West. He was a graduate 
of Dalhousie University of the year 1908 and during his college 


days was famous as a football player. He practised for some 
years at Glace Bay, Nova Scotia, and as a member of the staff of 
the General Hospital there was closely associated with the late 
Captain MacCuish,* who has also made the supreme sacrifice. 
Captain Maclean gave up his work at Glace Bay to go to the 
front and was attached to a Canadian ammunition column; later 
he was appointed to the command of a hospital in France. In a 
letter written not long before his death, Captain Maclean stated 
that he had been on duty almost continuously and was obliged 
to take a few days’ rest. A widow and daughter survive him. 


Dr. Puitip JosepH Muean died at the St. Joseph’s Hospital, 
London, Ontario, on December 7th, after an illness of two months’ 
duration. He was in the forty-fifth year of his age and was born 
at Bothwell, Ontario. He graduated in 1904 from the University 
of Toronto and two years later commenced to practise in London. 
Dr. Mugan was a member of the Knights of Columbus and other 
organizations and was grand supervising medical examiner of the 


*A notice of the death of Captain MacCuish appeared in the last number of the 
JOURNAL. 
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Catholic Mutual Benefit Association of Canada. A widow and 
five children survive him. 


Dr. HueH McGouaean, of Thamesford, Ontario, died No- 
vember 25th, at the residence of his brother in Port Arthur. Dr. 
McGougan was forty-five years of age and had been in practice 
at Thamesford for the past fourteen years. He was a graduate 
of the medical college of Western University of the year 1902. 
His health had not been good for some time and he had been 
staying at Port Arthur for a few months in the hope that the 
change might do him good. He leaves a widow. 


Dr. GEorGE Napier Tuomas died in the Toronto General 
Hospital at the early age of thirty-eight years. He was born 
at Watertown, Ontario, and graduated from the University of 
Toronto in 1904. He practised at Collingwood, Bracebridge, and 
Haileybury, settling in 1910 in South: Porcupine, where he was 
able to give great assistance at the time of the fire that swept that 
district in 1911. Dr. Thomas leaves a widow and one daughter. 


Dr. JoHN SipnEy Barrp, a well-known dermatologist of 
Winnipeg, was found dead on November 22nd. He was in the 
forty-fifth year of his age and a graduate of the year 1895 of the 
Manitoba Medical College, where he distinguished himself both as 
student and athlete. 


Dr. ADELSTAN LEMOINE DEMartieny, of Montreal, died 
at the Hétel Dieu on November 14th, after a somewhat protracted 
illness. Dr. DeMartigny was in the fifty-second year of his age 
and had been prominent as a surgeon in Montreal for the past 
twenty years. He graduated from the University of Laval, Quebec, 
in 1890 and afterwards continued his medical studies in France, 
graduating with honours from the University of Paris. 


Dr. IAN THOMPSON, surgeon on the British destroyer Strong- 
bow, whose gallant action was the means of saving a number of 
lives when the destroyer was sunk in the recent naval engagement 
in the North Sea, is the son of the late Mr. W. R. Thompson of 
Harbour Grace, Newfoundland, and a brother of Dr. Finlay 
Thompson of Toronto. 
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The War 


ie view of the criticism of the Army medical arrangements in 
Mesopotamia, the following extracts of a letter from No. 1 
British General Hospital in Mesopotamia are of no little interest. 

The writer, Captain G. Shanks, did excellent work as an officer 
of the C.A.M.C., attached as pathologist to the British Typhoid 
Hospital in France. He has since transferred to the Indian Medi- 
cal Service, and was sent with an Indian army to Mesopotamia, 
where evidently his ability as a pathologist was immediately 
recognized. He writes: 

‘“‘Amarah itself is about 110 miles up the Tigris from Basrah, 
and is of the usual type of Arab city with a population of about 
10,000. It is on the left bank and consists of a line of substantial 
buildings facing the river and the west, backed by a crowded 
bazaar. All I can say about it from our point of view is that it 
typifies strikingly along with Basrah and other places here, the 
surprising magnitude of Britain’s effort. It is most impressive to 
see such a show out here, and to stop and think of what is being 
done in France and elsewhere. 

‘“‘We have electric light and fans and ice, and mineral waters, 
so that the actual conditions of living are far from unbearable. 
Just across the river from this hospital is an officers’ club where 
one can have refreshments, games, tennis, and read current peri- 
odicals. It is among date palms and overlooking the river. It is 
quite a pleasant place to sit, in the cool of the evening about and 
after sunset. 

“The weather has actually changed now and at present 
the maximum temperature is about 90° and the minimum 
55°-60°. It is really very pleasant, as 90° here after 118° is cool; 
we can work all day without minding it. Even in the middle of 
summer of course the nights are pleasant. 

“This hospital—the first to be installed here—is one of 600 
beds. It has a-venereal section. My routine consists of blood 
and stool work, Wassermann, or to be chary of using Hun names, 
complement fixation reactions, examinations for malarial parasites, 
Leishmannie, etc., etc. The stool work, examination for en- 
tamcebex, flagellates and ova of various parasites is very interesting. 
Entameeba histolytica is quite common with dysentery here, and 
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‘very few stools do not show some of the flagellates such as tri- 
chomonas intest., tetramitus, or lamblia, others more rarely. 

“T am delighted with the work and the satisfactory laboratory 
arrangements which have been made. I am also fortunate in 
having a good assistant to help with some of the routine and make 
media.” 


Hews 
MARITIME PROVINCES 


A EARNEST plea for the medical inspection of children at- 
tending the public schools of St. John, New Brunswick, was made 
by Dr. Roberts, a member of the provincial government, in an 
address before the Associated Charities. Resolutions in favour 
of such a measure have been passed by the St. John Association 
for the Prevention of Tuberculosis and the Children’s Aid Society. 


In view of the prevalence of smallpox in the province of New 
Brunswick, it has been necessary to enforce compulsory vaccina- 
tion in the counties of Victoria, Carleton, and York, as a measure 
against the further spread of the disease. 


On Thursday evening, December 20th, the Halifax Medical 
Society entertained the visiting American doctors, and those from 
outside points in Canada to a light supper. Captain John Cam- 
eron, professor of anatomy, Dalhousie University, was in the 
Chair. Amongst the speakers were Lieutenant-Colonel McKelvey 
Bell; Major Hough; Dr. W. E. Ladd, Boston; Dr. Balch, Boston; 
Dr. Harvey, Providence; Captain Goodman, United States Army; 
Colonel King Smith, Halifax; Major Morris, Halifax; and Major 
Hubbard, Quebec. 


ONTARIO 


A DEPUTATION recently waited on Sir William Hearst, Premier 
of the province, with a request that legislation be passed to 
make dental and medical inspection compulsory in the rural public 
schools of the province. The Premier promised serious considera- 
tion of the matter. 
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Tur following cases of notificable disease were reported in 
the province during the month of November: diphtheria, 432 
cases, 16 deaths; measles, 385 cases; scarlet fever, 188 cases; 
whooping cough, 142 cases, 9 deaths; tuberculosis, 101 cases 
62 deaths; smallpox, 37 cases; typhoid, 37 cases, 6 deaths; 
spinal meningitis, 14 cases, 5 deaths; infantile paralysis, 7 cases, 
1 death. During the month 26,051,000 tubes of diphtheritic 
anti-toxin have been distributed by the Board of Health at a 
cost of $3,907, which accounts no doubt for the low death rate 
of 37 per cent. from diphtheria. 


Masor Grorce L. McKeroau, C.A.M.C., of Chatham, has 
been appointed honorary president of the Great War Veterans’ 
Association. 


THE plans are in course of preparation for the construction 
of a military hospital in High Park, Toronto, where twenty-five 
acres of land have been set apart for the purpose. The hospital 
will provide accommodation for one thousand beds and will be 
built on the plan of the Orpington Hospital in England. It will 
probably be composed of five or six separate buildings, each con- 
nected with the other. The Military Hospitals Commission 
proposes also to build hospitals at Kingston and on the Odell 
farm at London. 


THE following sums have been granted by the Toronto City 
Council to the hospitals mentioned: General Hospital, $50,000; 
Western Hospital, $20,000; Free Hospital for Consumptives, 
$40,000; Sick Children’s Hospital, $38,313.72; Women’s College 
Hospital, $33,000. 


THE corner stone of the new addition to the Salvation Army 
Rescue Home and Maternity Hospital at Toronto was laid on 
November 30th, last. 


Durine the year ending September 30th, 1917, 610 patients 
received treatment in the Orillia General Hospital; 527 patients 
were discharged; fifty-one births and twenty-five deaths occurred. 
The average daily expenditure was $1.40 per patient. 


ScaRLET fever has been very prevalent in a certain section 
of Fort William since last August, from twenty-five to thirty cases 
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having been reported a month. The infection, however, is of a 
particularly mild type. 


QUEBEC 


A miLiTary hospital of 600 beds is in course of construction 
at Ste. Anne de Bellevue, on property adjacent to Macdonald 
College, which will make it possible to take advantage of the ex- 
cellent facilities for vocational training offered by Macdonald 
College. ‘Ste. Anne de Bellevue is beautifully situated on the 
banks of the Ottawa River and within easy distance of Montreal. 
-The new institution will consist of a central administration block 
with four two-storey wings each containing 150 beds. Every 
facility for the treatment of special cases will be provided, such 
as electric apparatus, continuous baths, whirlpool baths, vapour 
baths, etc., and appliances will be installed for corrective exercises 
in the treatment of cases of functional or mental impairment. The 
intention is to make the Drummond Street Military Hospital at 
Montreal a centre for the observation of special cases and to 
transfer patients as they become convalescent to St. Annes. 


MANITOBA 


THE recent epidemic of diphtheria in Winnipeg was of an 
unusually mild type, which made it all the more difficult to control. 
About 90 per cent. of the cases occurred in children between the 
ages of five and fourteen years. 


SASKATCHEWAN 


THE Moose Jaw Military Hospital was officially opened by 
His Excellency the Governor General early in December. On 
this occasion Captain Armstrong, who is in command of the hospital, 
was presented by His Excellency with the Croix de Guerre with bar, 
a decoration which was awarded to Captain Armstrong for 
special service and conspicuous gallantry in France. 


BRITISH COLUMBIA 


On behalf of the Canadian Patriotic Fund a deputation ap- 
peared before the Vancouver Hospital Board on November 22nd, 
with a request that an effort be made to reduce the fees charged 
beneficiaries of the Fund for hospital treatment. A joint com- 
mittee of representatives of the Hospital Board, the Medical 
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Association, and the Patriotic Fund, was appointed to consider 
the matter. 


Tue recent action of the Board of Governors of the Van- 
couver General Hospital in placing overdue accounts in the hands 
of a solicitor for collection has resulted in a substantial increase 
in the hospital revenue. At the regular monthly meeting held in 
November it was stated that the receipts for the previous month 
had amounted to $44,814 and that the expenses had been $41,824. 


A FINE of $100 or thirty days’ imprisonment was recently 
imposed upon a Victoria physician who was convicted under the 
British Columbia Prohibition Act of prescribing intoxicants. 
Eleven prescriptions and six orders on vendor for a “bottle or a 
quart”? of whiskey or brandy, given by the doctor in question, 
were produced in court. 


MEDICAL COLLEGES 
Manitoba University 


A ConvocaTIon was held in the Arts Building of the Univer- 
sity on December 6th, when degrees in medicine were conferred 
upon the folowing graduates, twenty-eight in number. Dr. 
Gordon Bell, acting dean of the medical college, complimented the 
graduates upon the fact that every man who was fit for service had 
enlisted in the Army Medical Corps. 

Doctor of Medicine: Morris Clayhurst Adamson, B.A., 
Sigurgeir Bardal, Samuel Boyle, Harry Herbert Bruser, Arthur 
Murray Clare, Bernard Joseph Ginsburg, Archie Edward Kennedy, 
Vernon Mayne Leech, Morley Semmens Lougheed, B.A., Albert 
Sidney McCann, Edward Neil McDonald, Dan McDougall, Roy 
Carlisle McLaughlin, Patrick Herman McNulty, Harry Percival 
McPhail, George Arnold Minorgan, Cleveland Wilder Moore, 
William Ewert Munro, Thomas Gordon Playford, Joseph Edward 
Pritchard, William Gordon Rutherford, B.A, Thorne William 
Shaw, Walter Felix Tisdale, Alexander Evan Venables, Stewart 
Austin Wallace, Russell Stanley Welch, Eli Wershof. 

Master of Surgery: Samuel Frederic Boyle, Arthur Murray 
Clare, Morley Semmens Lougheed, B.A,. Frederic Gallagher 
McGuinness, Patrick Herman McNulty, Harry Percival McPhail, 
Cleveland Wilder Moore, Thomas Gordon Playford, William Gor- 
don Rutherford, B.A., Walter Felix Tisdale, Stewart Austin 
Wallace. 
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Honours: Hutchinson Gold Medal for highest aggregate on 
entire course—Walter Felix Tisdale. . 

Charlotte W. Ross Gold Medal for highest standing in ob- 
stetrics and pediatrics of the fourth and fifth years—Walter Felix 
Tisdale. : 

Dean’s prizes in Medicine for highest standing in medicine 
and surgery respectively of the fourth and fifth years: Medicine: 
Archie Edward Kennedy and Harry Percival McPhail; Surgery— 
William Gordon Rutherford, B.A. 

Medical Registrar’s prize for best case reports in medicine— 
George Leith. 

Surgical Registrar’s prize for best case reports in surgery— 
Sigurgeir Bardal. 


ARMY MEDICAL SERVICES 


OFFICIAL announcement is made of the appointment of Lieu- 
tenant-Colonel Alfred Thompson, medical superintendent of the 
Military Hospitals Commission, as Assistant Director of Medical 
Services Invalids. Lieutenant-Colonel Thompson will carry on 
the medical work of the hospitals established by the Commission, 
under the direction of General Fotheringham, the Director-General 
of Medical Services. The text of the announcement is given on 
another page of the JOURNAL. 


_ Coronet L. C. Harris, C.A.M.C., of Moncton, New Bruns- 
wick, was recently mentioned in despatches by General Haig. 
Colonel Harris is now in command of a 2000 bed hospital at Whitby, 
England. , 


Dr. Epna Mary Guest, of Elginfield, Ontario, has been 
appointed medical officer of the Scottish Women’s Hospital, 
stationed in the Island of Corsica. Dr. Guest graduated from the 
University of Toronto in 1910. She received a commission as 
Lieutenant in the Royal Army Medical Corps and has been on 
duty in the Northamptonshire War Hospital at Dunstan, England. 


Masor J. 8. Boyp, C.A.M.C., has been given the temporary 
appointment of senior medical officer at the Toronto Exhibition 
Camp. 


Tue Military Cross has been awarded to Captain A. F. Laird, 
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R.A.M.C., of Blenheim, Ontario, who is medical officer of an 
English regiment. Captain Laird advanced with his men in the 
face of heavy machine gun, shell and rifle fire and remained for 
three days until the ground was consolidated. Although wounded 
himself in the shoulder, he continued to attend to the wounded. 
Captain Laird has been mentioned in despatches by General Haig. 


THE Military Cross has also been awarded to Captain Dimock 
S. Cassidy, R.A.M.C., formerly in practice at Tatamagouche 
in the province of New Brunswick, who in order to give relief to 
the wounded, went down a particularly dangerous mine. Cap- 
tain Cassidy was severely gassed and is now undergoing treatment 
in London; he has suffered a complete loss of voice, which, how- 
ever, it is hoped, is only temporary. His servant who asked per- 
mission to accompany Captain Cassidy, has been given the D.C.M. 
and is also undergoing treatment in London. 


LIEUTENANT-COLONEL LEBEL, C.A.M.C., recently returned to 
Quebec on leave of absence. Lieutenant-Colonel LeBel went 
overseas with the First Canadian Contingent and has been in 
command of No. 8 Canadian General Hospital at St. Cloud, 
Paris, since June 1916. 


Major ANDREW MacpnaiL, C.A.M.C., the editor of this 
JOURNAL, was recently in Montreal for a few weeks on leave of 
absence. He returned to England on December 15th. 


TuE following military appointments have been gazetted: 

Assistant Directors of Medical Services: Temporary Major J. 
S. Jenkins, D.S.O., and to be temporary Lieutenant-Colonel whilst 
so employed; Lieutenant-Colonel H. M. Jacques, D.S.O., and 
to be temporary Colonel whilst so employed, vice Colonel (now 
General) F. J. Fotheringham, C.M.G. Temporary Lieutenant- 
Colonels C. E. Doherty and H. M. Robertson relinquish their 
appointments. 

Deputy Assistant Directors of Medical Services: Major 
Andrew Macphail; Major W. J. Slack, vice Major J. J. Nicholas; 
Major T. A. Lomer, vice temporary Colonel, H. M. Jacques, D.S.O. 

Lieutenant-Colonels to be temporary Colonels: A. E. Snell, 
D.8.0., F.S.L., C.M.G., H. M. Jacques, D.S.O., G. E. Armstrong. 

To be temporary Lieutenant-Colonel: T. B. Futcher. 

To be acting Lieutenant-Colonels: Temporary Majors G. B. 
Boyce and D. A. Whitton. 
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To be acting Majors: Temporary Captains G. W. Treleaven, 
T. F. O'Hagan and S. G. Ross. 

Temporary Captain H. K. Mitchell to take rank and preced- 
ence’in his corps and in the army as if his appointment as tempor- 
ary Captain bore date August 23rd, 1917. Temporary Captains W. 
J. Bell, J. F. McCracken. L. B. Graham and C. W. Anderson 
resign their commissions. 

Temporary Captain G. H. Emery, from Western Ontario 
Regiment, to be temporary Quartermaster with the honorary rank 
of Captain. 

To be temporary Captain: Temporary Lieutenant A. V. 
Greaves. 

To be temporary Quartermasters, with honorary rank of Lieu- 
tenant: Temporary honorary Lieutenants 8. R. Balcom, Sergeant- 
Major H. T. Cameron and J. W. Clark, and Regimental Sergeant- 
Major C. B. Tomkins. 


CASUALTIES | 
Killed in Action ° 
CaptaIn R. A. IRELAND, R.A.M.C., of Guelph, Ontario. 


Died of Wounds 


Captain W. L. Mactean, C.A.M.C., of Glace Bay, Nova 
Scotia. . 


Wounded 


Captain T. A. Carson, C.A.M.C. (wounded in the right hand). 

Captain CoLBEcK, C.A.M.C., of Welland, Ontario. Captain 
Colbeck was wounded in the foot by the force of the explosion of a 
shell which fell near him, two of his toes being severed and the 
others injured. 
Magsor W. Barty, C.A.M.C. 

Captain J. P. Peake, C.A.M.C. 

Captain T. H. Carson, C.A.M.C. 

Captain G. M. Forsss, C.A.M.C. 

Caprain D. A. Mactzop, C.A.M.C. 

Captain B. R. Moonry, C.A.M.C. 

Captain W. H. Scort, C.A.M.C. 

Captain H. W. Wuysocx, C.A.M.C. 

LizvuTENANT A. S. Porter, C.A.M.C. 
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Canadian Literature 


ORIGINAL CONTRIBUTIONS 


The Public Health Journal, October, 1917: 


The vital statistics in public health’work M.M. Seymour. 
Medical supervision of school children . H. A. Payzant. 
Some medico-sociological problems arising 

out ofthe war. Pa a W. H. Hattie. 
Medical aspects of tobacco habit . . D. Fraser Harris. 
Observations of conservation of life. . J. J.Cameron. 


The Canadian Practitioner and Review, October, 1917: 


Surgical treatment of laryngeal cancer . J.E.McKenty. 
Blood chemistry as it refers to acidosis and 
blood sugar . ‘ SP ce R. W. Mann. 


Dominion Medical Monthly, September, 1917: 


Typhoid fever in rural communities . : S. F. Millen. 


Dominion Medical Monthly, October, 1917: 


To aspasia on the desecting table .. J. §. Sprague. 
A few rambling thoughts of a medical 
officer of health . ... F. King. 


The Canada Lancet, September, 1917: 


Appendicitis a cause of intussusception . A. Groves. 
Some experiences of a rural M.O.H. in en- 

forcing the Public Health Act .. W. Doan. 
Diphtheria and diphtheria carriers . . A. H. Speers. 


The Canada Lancet, October, 1917: 


The surgical treatment of varicose veins of 

the lower extremity. E. R. Secord. 
False system of n° No. 3, Chiro- 

practic ; J. Ferguson. 
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The Western Medical News, August, 1917: 


Investigation and diagnosis of cases of 
chronic indigestion .  .  . A. 'T. Mathers. 


The Western Medical News, September, 1917: 


Investigation and diagnosis of cases of 
chronic indigestion (concluded) . <A. T. Mathers. 
The present position of vaccine therapy . W. Boyd. 


Le Bulletin Médical de Québec, September, 1917: 
Les conquétes de l’hygiéne uta; E. Couillard. 


Le Bulletin Médical de Québec, October, 1917: 


Diagnostic bactériologique des  fiévres 

typhoides et paratyphoides par hémo- 

culture et ensemencement ‘sur gélo 

gluco-plomb_ A. Vallée. 
L’oeuvre de Québec dans la lutte. anti- 

tuberculeuse ee a ae eee O. Leclerc. 


The Canadian Journal of Medicine and Surgery, December, 1917: 
Syphilis of the central nervous system . J. Philips. 


Dominion Medical Monthly, November, 1917; 


Public health in average towns. .  . C.A. Patterson. 
Measles: its complications and treatment. A. A. Metcalfe. 


The Canadian Public Health Journal, November, 1917: 


Social aspect of venereal disease problem 
G, Bates, D. T. Fraser, M. McPhedran. 

The technique of the Bordett-Wassermann 

reaction for use in public health lab- 

oratories ; ‘ H. K. Detweiler. 
The military aspect of venereal disease 

problem in Canada... Col. F. S. Patch. 
A plan for instruction in hygiene, prelim- 

inary medical inspection of students 

and free dispensary or hospital treat- 

ment in Canadian universities . J. G. Fitzgerald. 
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Dominion Medical Monthly, December, 1917: 
Surface anatomy of the stomach . George Elliott. 


The Canada Lancet, November, 1917: 


The Canadian Army Medical service 
Col. J. T. Fotheringham. 


Medical Societies 
ACADEMY OF MEDICINE, TORONTO 


Proressor IRvinG FisHeEr, professor of political economy 
at Yale University, addressed the Academy of Medicine, Toronto, 
at its meeting on, Tuesday evening, November 6th, upon the 
subject of Health Insurance. 

He pointed out the ill effects following the failure of the 
working man to insure himself against sickness; whereas the 
wealthy man insures himself against accident, illness and death, 
against fire, burglary and other damage, the poor man rarely has 
protection. The great proportion of poverty in this country is 
due to illness in the household, the loss of wages and the expenses 
due to illness impoverish the man whose savings are scanty. In- 
vestigations of the Buffalo Charities Organization Society within 
the past two or three years have shown that of the cases of poverty 
they have had to deal with, 78 per cent. have been caused by illness. 

Health Insurance will not only provide a remedy for this 
poverty but will be a great stimulus in preventing disease. As 
boiler inspection has all but eliminated the former large number 
of accidents due to explosives, so will health insurance arouse 
a healthy interest in the causation of disease, whether due to 
long hours, poor ventilation, careless habits, indiscriminate ex- 
pectoration, lack of protection against dangerous trades and process- 
es, or other factors in the morbidity of working men. Simple rules of 
personal hygiene will also be impressed upon men and women who 
will become interested in the scheme as they become contributors 
to the same. 

During the past few years the average age at death in America 
has increased five years. Practical hygiene has accomplished 























ASSOCIATION JOURNAL 87 
this. Yet, if the figures be closely studied, it will be found that 
this average has been increased through the lessened number 
of infant deaths. Children formerly dying in the first and second 
years of life are now being carried on to six, eight and ten years 
of age. We are preventing the acute infectious and nutritional 
disorders which formerly caused a high mortality in infancy, but 
these are only carried on for a few years. On the other hand the 
period of productive life has not increased. We have not pro- 
longed life during the working years. In fact, the life expectancy 
at forty-five has not increased; while at fifty it has appreciably 
lessened during the past two decades, and at the age of sixty it has 
materially lessened. - We have now to combat the degenerative 
diseases of middle life as we have combated the infections of early 
life. Our problem is well illustrated by the fact that of 10,000,000 
conscripts of age twenty-one to thirty-one recently examined 
in the United States it is stated that some 60 per cent. have been 
rejected as medically unfit. A more careful survey was made of 
1,000 employees of the Ford Motor Company, and of 1,000 bank 
and office workers in New York, by the Life Extension Institute. 
Of these 2,000, 99 per cent. were found to have minor or major 
defects ranging from carious teeth and nasal obstruction to hyper- 
tension, albuminuria and glycosuria. And these were a class 
definitely above the average of their age and station in life. 

We have to face now the loss of life due to degenerative dis- 
eases of middle life, and must seek the remedy, which lies in pre- 
vention. With these diseases prevention must begin early for 
they as a rule develop but slowly. A health insurance bill will 
go far to lessen these diseases. 

There was a good attendance and Professor Fisher’s audience 
gave him a most appreciative hearing. 

Dr. D. J. Gibb Wishart, the president of the Academy of 
Medicine, occupied the chair, and a hearty vote of thanks was. 
proposed by one of the past presidents, Dr. Albert A. Macdonald, 
seconded by Major J. G. Fitzgerald. 


MONTREAL MEDICO-CHIRURGICAL SOCIETY 


Tue seventh regular meeting of the Society was held Friday, 
June Ist, 1917, Dr. W. S. Morrow, president, in the chair. 

Case Report: Purpuric Measles, by Dr. L. M. Lindsay 
(published in this issue). 

Discussion: Dr. G. G. Campbell: As regards the case at the 
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Alexandria, Hospital we have had quite a few which developed a 
hemorrhagic rash during convalescence, which did not seem to 
interfere with the prognosis except that it kept them longer than 
usual in hospital, until the sixteenth or seventeenth day. It did 
not seem to bother the patient, there was no irritation. We had 
about fifteen or twenty cases last winter. 

Dr. W. F. Hamilton: This case is of peculiar interest and re- 
minds me of one of my observations made fifteen years ago on a child 
of seven in one of the benevolent institutions in the city during an 
epidemic of measles in that house. This case was the subject of 
recurring attacks of purpura, sometimes about the ankles, some- 
times the wrists, at times general, at others over the abdomen and 
chest, all Occurring during the course of three or four years. Dur- 
ing the epidemic of measles this child was attacked. The rash 
on the other children was typical, without hemorrhages, but in 
this child it was peculiarly hemorrhagic from the start; no heemor- 
rhages from the nose, throat or mouth but the skin was decidedly 
mottled or rather purpuric. The case did as well as the others. 
I sometimes think that certain children will react that way to 
almost all exanthemata. In the case reported by Dr. Lindsay you 
will note that at twenty-two months it had had broncho-pneumonia, 
lobar-pneumonia, whooping cough, varicella and hemorrhagic 
measles, multiple infections from which she could scarcely get rid 
of any one before another was on. That I think in itself might in 
some measure account for the change in the blood which is one of 
the causes of purpuric eruptions. 

Dr. D. F. Gurd: In such cases could there be a relation between 
such conditions,and residence in benevolent institutions? We have 
just gone through a very severe epidemic of measles but such cases 
have not been reported outside of institutions. It might be that 
such patients are drawn from a class of persons who are not as well 
nourished as those in private homes. 

Dr. L. M. Lindsay: As regards the effect of institutional 
life on such cases I know of one case that occurred in the practice of 
one of our physicians in the city, though it was from a rather poor 
class of the community. As to hemorrhagic diathesis it would be 
interesting to follow these cases up to see if they were predisposed 
to hemorrhages during other exanthemata. 

Parmrs: 1. The home treatment of tuberculosis, by Dr. 
D. H. Bernstein. (Published in this issue.) 

Discussion: Dr. W. F. Hamilton: I must say in the very 
beginning that I have been deeply interested in Dr. Bernstein’s 
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paper. Tuberculosis is a subject of perennial interest and one on 
which we should receive frequent stimulation. Growing out of 
this paper, or suggested by it, is the old truth that tuberculosis is 
a social disease and should be treated largely from that standpoint. 
Dr. Bernstein has plainly shown that sanitarium treatment is ab- 
solutely inadequate and at the same time points out the great 
necessity for treatment at home and under supervision, showing how 
absolutely impossible it is for such supervision as these patients 
require to be carried out by any doctor. We must have the help 
of the so-called social worker. So far no movement, except a 
sporadic movement here and there, of this nature is available. One 
or two hospitals may have a few social workers who follow up 
cases, though not tuberculosis especially, and here I think we 
ought to do something from the standpoint of this Society to 
stimulate public opinion in this matter. If we spend millions of 
dollars for remedial purposes, it seems to me we ought to do some- 
thing for preventive purposes, especially in tuberculosis. This 
is a social disease, should be treated, and standarized as such, 
and treated by a great body of social workers from the state or 
city funds. In speaking of this subject in Montreal it is like 
a voice crying in the wilderness. No hospital or society touches 
more than the fringe of the matter and I think we ought to move 
from the standpoint of the Society to stimulate interest in such 
an organization. 

Dr. E. S. Harding: There is a great deal in Dr. Bernstein’s 
paper that might be discussed, there is certainly a great deal in 
it that is commendable. He says, I think, that no disease is 
better known and more easily treated than tuberculosis; I would 
certainly criticise that statement, as I think it is one of the least 
known of the diseases prevailing amongst us and those that have 
been working along this line feel this. As to the question of sending 
people to the country, that I think is a way the ordinary physician 
at the present time has of getting out of looking after a case of 
tuberculosis. In a great many cases this is not advisable. We 
cannot get over the fact that patients suffering from tuberculosis 
sent to the mountains will improve in appetite and digestion, and 
this factor is strongly in favour of outside treatment and change 
to the country, But that of course is not all; a great deal deal rests 
with the patients themselves. If they feel in a better physical 
condition—and to treat them you must more or less cater to their 
wishes—well and good, but unless you can show results, they are 
often better treated in the city. I saw somewhere that the great 
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factor in the treatment of tuberculosis was the resistance of the 
patient, and in treating any individual case that factor must be 
taken into consideration, because to have tuberculosis there must be 
a lowered resistance, some factor in that person’s life which is at 
fault. To treat the labouring man, or the class of patient in the 
poorer districts with that idea in view, simply means that you must 
correct something in the patient’s life that will increase his resist- 
ance, something that has been depressing or pulling down his state of 
nutrition and health. Sometimes it is the work, sometimes poor 
nourishment, all must be taken into consideration, and when 
treated in that way it is surpising what will help that patient on 
the road to recovery. Following that idea further, coming to the 
wealthier classes who have tuberculosis, it is very difficult to im- 
prove their condition of living to such an extent that you can 
improve ‘their resistance to disease; those are the cases who do 
much better in sanitaria. I do not think the sanitarium treatment 
is at all ideal for the poorer classes of cases, men especially; for 
women you can get much better results as most of them can take a 
certain amount of rest when it is necessary. On the other hand to 
tell a man, who has one or more to support in the family that he 
must rest for a month or two, for two or more hours every after- 
noon is useless; it is simply impossible. Dr. Hamilton’s idea of 
supervising these patients in the home is the right one, the physician 
is not enough, they must have the regular attendance of a nurse or 
social worker to go into the homes, helping them to correct and 
change the conditions in their lives which will bring about this im- 
provement in their health. This treatment at home is of great 
benefit to the average of these patients financially, but it must be 
well carried out. There is not one practitioner in ten who will un- 
dertake to supervise correctly one patient in the home, let alone a 
score of patients, the average number of cases of tuberculosis in 
a physician’s practice; that must be done by the man who gives his 
whole time to. the work. 

Dr. S. Ortenberg: It is a pity that all the valuable points 
brought out to-night could not have been dilated upon, especially 
in regard to preventive treatment. There is a big element in this 
disease which has been overlooked a good deal in the public health 
departments of Montreal and most cities in Canada. Recently I 
have had no less than eight cases of what might be suspected 
tuberculosis, in other words crepitations in the lungs with fever, 
which cleared up after six weeks’ to three months’ treatment and 
each of these cases was an inhabitant either of one of these pecu- 
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liarly dark back parlours or basements, or ground floor dwellings. 
These back parlours are the most famous breeders of lung troubles 
known. These so-called modern houses in our cities with their 
ground floors usually have a cellar of about two feet deep where 
the ground is not cemented and where damp impure air constantly 
lies. Working people, staying indoors ten to twelve hours each 
day and coming home to these rooms have little chance against 
tuberculosis. It is a well-known fact that tuberculosis is not 
rarer in the country than io the city, hypertrophied tonsils in 
children are as common, as well as other conditions, and the reason 
is that during the long winter months the dwellers in the country 
are too much indoors in houses fixed to exclude all outside air. 
In this respect, they are worse off than city people, who go out 
more. It is therefore not a question of city or country air but a 
properly habitable house. And it seems to me that if we were to 
practise the art of medicine rather than the profession, that is the 
art in the Hippocratic sense, the medical profession would go up 
in arms and point out to the proper health authorities that such 
things should not exist, that houses should be properly sanitary, 
the by-laws should be enforced and the public educated that bed- 
rooms should not be used for living rooms. 

Dr. Bernstein: I quite agree with Dr. Harding that the per- 
sonal element plays an important réle in the treatment of tubercu- 
losis. But this is so because when a patient is told that he is 
suffering from tuberculosis he feels that his death warrant has been 
signed. It therefore takes such a patient a long time to overcome 
this feeling, in the meantime it is hard to go on with his treatment 
successfully. This feeling can only be overcome by educating 
the public and showing that tuberculosis is not necessarily fatal 
and can be cured. We have two institutions which exist in this 
city for that particular purpose. These institutions ought to 
undertake a little more publicity and educate the public so that 
people will understand a little more about the disease and will not 
become frightened unnecessarily. I also agree with Dr. Harding 
that a change of climate will often improve the appetite and make 
the patient feel better physically, but this condition only lasts 
for a short time until the novelty of the change wears off, then the 
patient begins to worry and becomes restless and fretful. 

2. The second paper, on Acute Urinary Retention, was given 
by Dr. M. Lauterman. 


The eighteenth regular meeting of the Society was held Friday, 
June 15th, 1917, Dr. W. S. Morrow, president, in the chair. 
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The meeting took the form of a smoker, the members of the 
Society being the guests of the President. 

The nominations for office for the following season were 
made as follows: president, Dr. A. E. Garrow; vice-president, Dr. 
G.G. Campbell; acting secretary and treasurer, Dr. D. G. Campbell; 
trustee, Dr. F. A. L. Lockart. 


THE KINGSTON AND FRONTENAC MEDICAL SOCIETY 


THE regular monthly meeting of the Society was held on 
November 12th, with the president, Dr. Mylks, in the chair. 

Dr. Third presented a young man with dextrocardia. There 
were no untoward symptoms. The condition was discovered 
accidently. An x-ray plate taken by Dr. Boyce showed the heart to 
be the only misplaced organ. 

The President reported a case of rudimentary uterus with 
absence of vagina. Miss W. P. age thirty-five. Complaint, irri- 
table bladder. Upon examination it was discovered that the 
vagina was represented by a pouch about one inch in depth. The 
external genitals were small and underdeveloped. Rectal examina- 
tion revealed a small nodule, about an inch in diameter, which 
occupied the position of the uterus. The appendages could not 
be made out. The patient had never menstruated. Cystoscopic 
examination of the bladder showed a markedly reddened trigone 
with a small ulcer which was responsible for the hematuria occasion- 
ly complained of. 

Captain Hall, who has been medical officer to a hospital for 
venereal diseases for over a year, read a most interesting paper on 
the prophylaxis and treatment of these diseases, and a brief 
abstract is here given: In every country the problem of 
venereal diseases has become more and more acute as the war 
has progressed. In Canada, as yet, very little attempt has been 
made to combat the evil. The Ontario Board of Health has ex- 
tended its facilities so as to include free Wassermann’s, etc. Ina 
few centres medical men are codperating with the army medical 
officers and have formed a committee to deal with venereal disease 
and suggest some means of controlling it. A few ill-informed clergy 
and women have unfortunately given the subject considerable 
unnecessary notoriety without accomplishing anything worth while, 
in the way of prophylaxis. The medical profession through 
various medical societies should take the initiative. Seventy- 
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five per cent. of venereal diseases in this district are due to 
the gonococcus, twenty to the spirochete, and five to chan- 
roid. Syphilis and chancroid present a comparatively easy 
problem. Gonorrhoea is the most difficult to control, a large 
percentage of the cases becoming carriers of the disease. Early 
diagnosis and efficient treatment are essential to cure. Histories 
of cases treated emphasize the fact that the disease is now quite 
prevalent in the smaller towns and villages: Reference was made 
to the steps being taken in the old world to eradicate the disease. 
In Denmark, since 1906, venereal diseases have been notifiable 
and free clinics have been opened for treatment with duly quali- 
fied physicians in charge. In Great Britain, before the war, 
practically nothing had been done to control these diseases, but 
conditions arising from the war forced the Government to take 
action. Two acts were placed on the statute books. One, the 
Venereal Disease Act, forbids advertising and treatment by quacks, 
and authorizes the establishment of free clinics. An amendment 
to the Criminal Law imposes imprisonment or detention upon 
individuals that infect others. It is feared, however, that the 
difficulties of securing convictions under the latter Act will nullify 
its effect. 

The following suggestions were offered as a means of con- 
trolling venereal diseases. 

1. Codperation of military, health and civil authorities in 
the various military districts. 

2. Establishment of a National Council, its members to be 
selected from the medical societies. 

3. More thorough instruction to medical students in diagnosis 
and treatment. 

4. Revision of the Code of Medical Ethics whereby more 
trained physicians may be induced to carry on genito-urinary 
practice instead of leawing, as at present, the work in the hands of 
an inferior type of medical man. 

5. Notification of these diseases. 

6. Education of the public through proper medical channels, 
especially as to the seriousness of the disease and the advantage 
of early treatment. 

7. Free Wassermann’s, etc., and free distribution of salvarsan, 


or at least a considerable reduction in the present prohibitive 
cost. 
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Medical Societies 


CANADIAN MEDICAL ASSOCIATION :—President—Dr. A. D. Blackader, 
Montreal. President-elect—Dr. James McKenty, Winnipeg. Acting Secretary- 
treasurer—Dr. J. W. Scane, 836 University Street, Montreal. 

ACADEMY OF MEDICINE, TORONTO:—President—D:i. D. J. Gibb Wishart. 
Secretary—Dr. J. H. Elliot, 11 Spadina Road. Treasurer—Dr. J. H. McConnell. 


ALBERTA MEDICAL ASSOCIATION :—President—Dr. D. G. Revell, University 
of Alberta, Edmonton South. Secretary-treasurer—Dr. T. H. Whitelaw, Medical 
Officer of Health, Edmonton. 

Annual Meeting, Edmonton, 1918. 


ASSOCIATION OF MEDICAL OFFICERS OF THE MILITIA:—President—Lt.- 
Colonel A. T. Shillington, A.M.C., Ottawa. Secretary—Captain T. H. Leggett, 
A.M.C., Ottawa. 


ASSOCIATION OF MEDICAL OFFICERS OF NOVA SCOTIA—President—Dr. 
George E. DeWitt, Wolfville. Secretary—Dr. W. W. Hattie, Halifax. 


BRANT COUNTY MEDICAL SOCIETY :—President—Dr. E. R. Secord, Brant- 
ford. Secretary—Dr. M. N. Faris. 


BRITISH COLUMBIA MEDICAL ASSOCIATION :—President—Dr. J. Glen Camp- 
bell, Vancouver. Secretary—Dr. H. W. Riggs, Vancouver. 


CALGARY MEDICAL ASSOCIATION—President—Dr. H. A. Gibson. Secretary 


—Dr. J. W. Richardson.  Treasurer—Dr. J. V. Follett. 


CANADIAN ASSOCIATION FOR THE PREVENTION OF TUBERCULOSIS :— 
President—Dr. J. A. Machado, Ottawa. Secretary—Dr. George D. Porter, 
Ottawa. 


CANADIAN HOSPITAL ASSOCIATION :—President—Dr. H. A. Boyce, Belleville. 
Secretary—Dr. J. M. E. Brown, Toronto. 
CANADIAN PUBLIC HEALTH ASSOCIATION :—President—Dr. J. W. Hattie, 
Halifax, Nova Scotia. Secretary—Dr. J. G. Fitzgerald, University of Toronto. 
Annual Meeting, Hamilton, May, 1918. 
CENTRAL SOUTHERN ALBERTA MEDICAL SOCIETY :—President—Dr. J. 8. 
Murray, Okotoks. Secretary-treasurer—Dr. G. E. Learmonth, High River. 


COLCHESTER-HANTS MEDICAL SOCIETY :—President—Dr. J. W. T. Patton, 
Truro. Secretary—Dr. H. V. Kent, Truro. 


DUFFERIN MEDICAL SOCIETY:—President—Dr. Rooney, Orangeville. Sec- 
retary—Dr. Smith, Shelburne. 


EDMONTON ACADEMY OF MEDICINE:—President—Dr. C. U. Holmes. Secre- 
tary-treasurer—Dr. E. L. Garner. Library, 12 Credit Foncier Building. 


ELGIN COUNTY MEDICAL ASSOCIATION :—President—Dr. G. A. Shannon, 
St. Thomas. Secretary-treasurer—Dr. W. F. Cornett, St. Thomas. 


FRASER VALLEY MEDICAL SOCIETY :—President—Dr. DeWolfe Smith. Secre- 
tary—Dr. D. F. Carswell. 


HALDIMAND COUNTY MEDICAL ASSOCIATION :—President—Dr. Hopkins, 
Dunnville. Secretary—Dr. Courley, Cayuga, Ont. 








